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THE MANAGEMENT OF TWIN PREGNANCY 
L. A. ALLEN, M.B., Cu.B. (CAPE Town), M.R.C.O.G., Late Registrar, Churchill Hospital, Oxford 


It is not generally realized that there is a considerable foetal 
wastage, and a’so an increased risk to the mother, associated 
with twin pregnancy. In order to emphasize these dangers 
I have analysed 105 cases of twin pregnancy delivered at 
Addington Bospital, Durban, during the period 1 January 
1954 to 30 June 1958. I have also used figures from the 
available literature. 

If one is to anticipate the complications of twin pregnancy 
it is essential in the first instance to establish the diagnosis. 
This may be surprisingly difficult. At Addington the ante- 
partum diagnosis was made in 69% of cases before delivery. 
Guttmacher! diagnosed 70°% of term twin pregnancies. 
Diagnosis 

The condition should be suspected if the uterus is unduly 
large for the period of gestation, although this sign is some- 
times very misleading, even during early pregnancy. On 
palpation the most reliable evidence is the finding of 3 foetal 
poles, either 2 vertices and a breech, or 2 breeches and a 
vertex. Diagnosis by auscultation depends upon 2 observers 
simultaneously hearing 2 foetal hearts, separated by a silent 
area and beating at different rates. Since a second observer 
is seldom available auscultation is of little practical value in 
diagnosis. Vaginal examination may prove helpful in 
establishing the diagnosis. 

When the diagnosis is not clear there should be no hesitation 
in resorting to radiography. The chance of malignant 
disease occuring before the age of 10 years, following X-ray 
examination in utero, according to Stewart et al.,? is less than 
1 in 1,000. On the other hand, with twins there is a heavy 
perinatal mortality due largely to prematurity, and this may 
be reduced if early diagnosis is made. A single antero- 
posterior exposure covering the whole abdomen will suffice. 
Browne? states that when iwins are suspected X-rays should 
always be used, if available, since they indicate the lie of 
the foetuses, gross foetal abnormality and the possible 
complications of delivery. 

Complications of Pregnancy 

The minor ailments of pregnancy, such as varicose veins, 
constipation, oedema of the legs and shortness of breath, 
are usually exaggerated. Hyperemesis, contrary to the usual 
teaching, was not a significant feature in this series of twin 
pregnancy; no patient required admission on this account. 

Since anaemia is common in pregnancy, and more so in 
twin pregnancy, there is good reason to give an iron prepara- 
tion as a routine to every pregnant woman.‘ Ferrous 
gluconate is well tolerated. To ensure that the haemoglobin 
concentration is near normal, the haemoglobin level should 
be estimated not only at the first visit but again at the 32nd 
and 36th week; if less than 10-4g. or 70%, a full blood count 


should be obtained to identify the nature of the anaemia. 
After the 36th week of pregnancy there is little time left to 
correct an anaemia before delivery. If at the 36th week the 
haemoglobin level is less than 10-4 g. or 70%, parenteral 
iron should be prescribed. Imferon is a suitable intramuscular 
preparation. If delivery is imminent and the haemoglobin 
level is below 8-9 g. or 60% a slow transfusion of packed 
cells is advisable. 


Premature Labour 


The high foetal mortality is directly related to the incidence 
of premature labour. Of the Addington infants 56% weighed 
less than 5} Ib. (2,500 g.). One foetus papyraceus was de- 
livered. Munnell and Taylor® found that only 53% of twin 
pregnancies reached 36 weeks. This incidence has been 
significantly reduced by early admission to hospital for bed 
rest. Russell® has shown that this is particularly important 
in the low-income group, in whom there is a significantly 
higher incidence of premature labour than in the upper 
social classes. He believes that this is explained by the 
better diet of the high-income group and by the fact that 
they enjoy more leisure and consequently more rest during 
their pregnancies. It is now well-established practice in some 
obstetric units to admit cases of twin gestation to hospital 
from the 30-34th week of pregnancy. The patient can then 
be discharged with the knowledge that the foetuses will 
have an improved chance of survival should premature 
labour supervene. Such management naiurally necessitates 
the early diagnosis of twin pregnancy. The importance of 
radiography has already been stressed. Early hospitalization 
is unfortunately usually not practicable, and weekly atten- 
dance at the antenatal clinic is then essential so that com- 
plications may be recognized early. 

Toxaemia 

Pre-eclampsia with multiple pregnancy is about 3 times 
commoner than with single pregnancy, occurs earlier in 
pregnancy, and is more severe than in single pregnancy. 
The incidence of toxaemia in 472 twin pregnancies seen by 
Bender’ was 24%. Eclampsia, likewise occurs more often. 
At Addington the incidence of pre-eclampsia was 31%. Two 
patients developed eclampsia. 

Strict control of weight gain is essential and the earliest 
sign of pre-eclampsia necessitates hospital admission. If 
possible, pregnancy should be allowed to continue till 
term, in the hope of obtaining more mature infants. After 
the 37th week, however, if deterioration occurs, labour should 
be induced by artificial rupture of the membranes. A careful 
examination should always be made after surgical induction 
to exclude prolapse of the cord, particularly if the first foetus 
is presenting by the breech. 
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Hydramnios 


It is accepted that the presence of hydramnios should 
always suggest the possibility of a twin gestation. An X-ray 
is advisable, firstly to exclude gross foetal abnormality and 
secondly to determine the number of foetuses and their 
presentations. Since the diagnosis of hydramnios depends 
largely on individual impressions, no attempt has been made 
to ascertain the incidence in the present series. Bender’ 
noted an occurrence of 10-6°% in twin as against 0-5°% in 
single pregnancies. 


Antepartum Haemorrhage 


The incidence of antepartum haemorrhage in this series 
is surprisingly low. Placenta praevia was not encountered, 
but one patient had an antepartum haemorrhage which was 
not classified. The large placenta apparently seldom en- 
croaches onto the lower segment. Potter and Fuller® recorded 
an incidence of 1-2°% of placenta praevia in twin pregnancies. 
The general rate is 0-5°%.* 

The incidence of accidental haemorrhage, likewise, is little 
higher than with single pregnancy. Accidental haemorrhage 
occurred in 1-7°% of Bender’s cases, as compared with the 
rate of 1-3°¢ in single pregnancies over the same period.’ 
Malpresentation 

The foetuses usually lie longitudinally. In about 20% the 
first foetus presents by the breech. In 5 of the Addington 
series the diagnosis of twin gestation was made only after 
external cephalic version had been attempted. Version is 
of course contra-indicated when twins are present. 

It is important to remember that the lie of the foetuses 
may change during pregnancy. This is well illustrated by 


the radiographs iaken of one patient at the 30th and 36th 
week of pregnancy (Figs. | and 2). It is therefore necessary 
to re-examine the patient carefully on admission to the labour 
ward. Vaginal examination is invaluable in difficult cases. 


THE MANAGEMENT OF TWIN LABOUR 


The following special precautions should be taken in twin 
labour: 

(1) An anaesthetist should be available. 

(2) Forceps and episiotomy tray should be kept in readi- 
ness, with 1°, procaine for local infiltration. 

(3) An infant resuscitation tray should be prepared. 
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(4) Facilities for dealing with premature infants should be 
available. 

Bender,’ contrary to common belief, was unable to confirm 
that with twin deliveries labour is significantly prolonged. 

The delivery of the first infant usually causes little or no 
difficulty. When the membranes rupture, an immediate 
vaginal examination is made to exclude prolapse of the 
umbilical cord. If the first twin presents by the breech, one 
should be prepared for episiotomy, and have a forceps tray 
in readiness. Fortunately twin breech deliveries are usually 
not complicated. 

After the first infant is born the cord is tied and divided 
between two ligatures. The lie of the second twin is then 
immediately determined by abdominal and vaginal exami- 
nation. If transverse, the lie is corrected by external version 
to a longitudinal one. 

The foetal heart is carefully observed during the period 
of waiting which follows. The average interval between 
births, witheut interference, has been found to be between 
12 and 15 minutes.’:? It therefore seems reasonable to 
rupture the second bag of membranes after a lapse of 10 
minutes, or sooner if the contractions return. 

Rarely is the delivery of the second twin delayed. Under 
these circumstances it has been my practice to deliver the 
second twin after 1 hour if delivery is not imminent, either 
by forceps or breech extraction. De Lee and Greenhill* 
advocate such interferance and they warn of the dangers of 
waiting, namely haemorrhage and death of the second twin 
due to asphyxia from placental-site retraction. 

If a general anaesthetic has been necessary in the course 
of delivery of the first infant one should empty the uterus. 
It is unfair to the patient not to do so; moreover, operative 
interference may again become necessary. Aaron and 
Halperin’ take routine steps to deliver the second twin 
immediately after the first is born, and with good results 
(foetal loss 9-8 %). 

Immediate delivery of the second twin is indicated if the 
placenta separates, the cord prolapses, or foetal distress 
supervenes. Since one cannot anticipate these complications, 
an anaesthetist should be present at all twin deliveries. There 
were 2 cases of intrapartum haemorrhage in the Addington 
series. 

If ergometrine is inadvertently given after the birth of the 
first twin to a woman in whom twin pregnancy has hitherto 
been unsuspected, the second twin should immediately be 
extracted. 


Premature Labour 


The high incidence of premature labour has already been 
stressed. If early labour supervenes, the following well 
known precautions should be taken: 

Sedatives and analgesics must be sparingly used because 
of their depressant action on the respiratory centre, which 
is not fully developed in the premature infant. Morphia 
should be avoided. 

In the hope of reducing the risk of neonatal haemorrhage, 
10 mg. of vitamin K should be given to the mother several 
hours before delivery or alternatively 0-5 mg. vitamin K 
to the infant immediately after birth. 

The second stage of labour is dangerous since the premature 
infant is particularly prone to intracranial injury. The head 
is best protected from excessive moulding by elective episioto- 
my under local anaesthesia as soon as perineal »ressure 
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begins. A multipara with a relaxed introitus will naturally 
not need an episiotomy. It is controversial whether the 
routine use of outlet forceps lowers the incidence of intra- 
cranial haemorrhage. 

The prognosis for the newborn premature infant will 
obviously be heavily influenced by the facilities available for 
their care. 

Postpartum Haemorrhage 

The 25 %-incidence in the Addington series (Table I) where 
ergometrine is not used as a routine, is disturbingly high. 
Bender’? was able to reduce the incidence of postpartum 
haemorrhage from 10-4% to 2:7% by the intravenous 
administration of ergometrine at the end of the second stage. 


TABLE I. POSTPARTUM HAEMORRHAGE IN TWIN PREGNANCIES 

Potter and Fuller® (1949) 10-0 
Addington series (1958) és 


Ergometrine, 0-5 mg., is a suitable dues, In the 1955 edition 
of Britsh Obstetric Practice" it is suggested that a supply of 
compatible blood be available for every twin delivery. The 
patient should remain under constant supervision for at 
least 3 hours to ensure that relaxation of the uterus does not 
occur. 
Twin Locking 

This is very rare and dangerous. The presentations 
associated with locking are usually breech and vertex. If 
the first foetus can be easily disimpacted and delivered, 
then this is the correct treatment. If disengagement is im- 
possible, then Caesarean section is probably safer than a 
traumatic vaginal delivery. 
Maternal Mortality 

No death occurred in this series, but the maternal death 
rate in twin pregnancy is undoubtedly high. Guttmacher! 
reported 23 maternal deaths (2°) in a total of 1,163 cases 
of twin pregnancy collected from the literature. 


Foetal Loss 
The perinatal mortality in this series was 6%, which is 


comparatively good. Russell* recorded a foetal mortality 
of 16% in 49 booked cases at the Aberdeen Maternity 


Hospital. Prematurity was a factor in all but 2 cases. 
TABLE Il. FOETAL LOSS IN TWIN PREGNANCY (°% 

Foetal 

Cases Mortality 
Potter and Fuller* (1949) 14-0 
Aaron and Halperin'® 376 9-8 
Bender? (1952) ; 472 11-0 


Toxaemia, of in crowding in the 
uterus also contribute to the high foetal wastage.'* The 
comparative percentage figures in other series are shown in 
Table II. 


Operative Interference at Delivery 


Russell® found that operative interference, excluding un- 
complicated assisted breech delivery, was necessary in 16 
of 49 cases. Of the Addington patients 15 (14°) required 
operative delivery (excluding the 2 patients delivered by 
Caesarean section). The commonest manipulations were 
forceps delivery, internal version, and breech extraction. 
Contrary to others, Potter ef al.* insist that there is no in- 
creased hazard for the second twin. 


Bender’ reported that operative delivery of the second 
twin was necessary in 85 of 472 consecutive twin deliveries. 
He also found that operative delivery of the second twin 
was not associated with an increased risk to the infant. 


Caesarean Section in Twin Pregnancies 

There is no appreciable difference in the incidence of 
Caesarean section in multiple and single pregnancy. About 
5% of women in hospital are now delivered by the abdominal 
route.* 

Two of the Addington series were delivered by lower- 
segment Caesarean section. Both were undiagnosed twin 
gestations. Abdominal delivery was necessary in the first - 
because of previous section for contracted pelvis, and in the 
second for a transverse lie with prolapse of the cord in 


TABLE Ill. CAESAREAN SECTION IN TWIN PREGNANCIES (°%) 
Munnell and Taylor® (1946) 3-3 
Potter and Fuller* (1949) 5-9 


early labour. The other usual indications for Caesarean 
section are severe pre-eclamptic toxaemia and placenta 
praevia. The comparative percentage figures in other series 
are shown in Table III. 

The management of delivery in twin pregnancy following 
a previous Caesarean section is of some interest. In multiple 
pregnancy the uterus is usually over-distended and the risk 
of scar rupture may be increased.'* Repeat section therefore 
seems justifiable in near-term twin pregnancies. 


SUMMARY 


1. Attention is drawn to the apparent difficulty in the 
diagnosis of twin pregnancy. The use of radiographs is 
discussed. 

2. Since prematurity is the major factor in the high 
foetal mortality, the importance of early admittance to 
hospital between the 30th and 34th week, as a prophylatic 
measure, is emphasized.* This is especially advisable in the 
low-income group. 

3. The importance of being adequately prepared for twin 
labour is stressed. This entails the presence of an anesthetist 
at the delivery. 

4. The particularly high incidence of postpartum haemorr- 
hage in the Addington Hospital series is noted. This incidence 
can be reduced by the prophylactic administration of ergome- 
trine at the end of the second stage of labour. 


I am grateful to Dr. J. Tanchel, Medical Superintendent, and 
Mr. H. Renton, M.D., F.R.C.O.G., Senior Consultant Obstetri- 
cian and Gynaecologist, Addington Hospital, Durban, for per- 
mission to publish this article. My thanks also to Mr. B. Murless, 
F.R.C.S., F.R.C.O.G. for helpful criticism. 
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DIE HUIDIGE STAND EN TOEKOMSTIGE ONTWIKKELING VAN DIE ELEKTROKARDIOGRAFIE 


Vanaf die tyd toe Einthoven' die elektrokardiogram ont- 
werp het en hy sy fundamentele beskouings oor die elektriese 
verwekkings van die menslike hart opgestel het,? was daar 
steeds ’n snelle vooruitgang op hierdie gebied. 

Waar die eerste Einthoven-snaargalvanometer die ruimte 
van *n groot vertrek moes inneem en die grafieke tot nog 
onlangs fotografies afgebeeld moes word, is dit nou moontlik 
om ’n toestel met gemak rond te dra en die elektrokardio- 
gram word direk geskrywe. 

Eers Einthoven,* en daarna veral Lewis,‘ het die kliniese 
raamwerk van hierdie ondersoekmetode uitgebou. Die 
gebruik van dié instrument met die drie standaard afleidings 
as grondslag, het gedien om die gelcitingspatroon deur die 
hartkamers tot so ’n mate vas te lé, en om ritmestoornisse 
aan te dui en kamervergroting te weerspieél, dat dit gedurende 
die twintiger jare voorgekom het asof die struktuur van 
elektrokardiografie voltooi was. 

Die tweede fase van ontwikkeling was egter reeds in aan- 
vang. In Lewis se eie laboratorium was daar fundamentele 
werk aan die gang deur Craib.* Deur hom is die doeblet- 
hipotese opgestel waardeur die hart beskou kon word as 
’n enkel dipool, geleé in ’n homogene volumegeleier. Die 
dipool-hipotese van Wilson,® wat kort hierna gevolg het, 
is ‘n identiese beskouing en op grondslag hiervan het Wilson 
*n monumentale bydrae gelewer tot die kliniese elektro- 
kardiografie. Deur die ontwikkeling van ’n elektrodestelsel, 
waar die een pool elektries ’n nul-potensiaal sou hé en die 
ander as ’n soeker-elektrode sou kon optree, het die soge- 
naamde unipolére elektrokardiografie sy ontstaan gehad.’ 

In die afgelope 20 jaar is daar so baie bygedra tot hierdie 
gebied dat die kliniese elektrokardiografie nou gestandardi- 
seer geword het in soverre dit die diagnostiese toepassing 
van unipolére afleidings aangaan. Dié metode is op ’n wye 
gebied van onskatbare waarde. Dit verleen akkurate en 
doeltreffende hulp op die gebied van kardiologie in sy geheel 
en ook op ’n indirekte wyse by verskillende gestelsaan- 
doenings, soos elektroliet-stoornisse en endokrine afwykings. 
Ook hier het dit begin voorkom asof die elektrokardio- 
grafie nou tot sy uiterste in gebruik gestel is. 

Dit word nou egter duidelik dat daar nog ’n nuwe era 
van ontwikkeling op hierdie gebied in die vooruitsig is. 
Die basiese begrippe van ‘n hart wat as ‘n enkel dipool 
beskou kan word, en wat sentraal geieé is in ‘n homogene 


volume geleier in die middel van ‘n gelyksydige driehoek, 
kan nie langer aanvaar word nie. 

n Elektrode wat na aan die hart geleé is, word beinvloed 
deur meer as een dipool. Die liggaam is nie ‘n homogene 
geleier nie en ook is die oppervlakte nie die eenvormige 
opperviakte van ‘n silinder nie. Die hart self lé nader aan 
die een kant van die liggaam as aan die ander, en gevolglik 
aan die een sy van die Einthoven-driehoek. Hierdie be- 
skouings het reeds meegebring dat Burger-driehoek 
gebruik word om die elektriese verwikkelinge meer akkuraat 
te bepaal. Hier is die kante van die driehoek nie gelyksydig 
nie en afleiding drie is gewoonlik langer as die ander twee. 
Die kante word bepaal volgens die begrip van afleidings- 
vektore. Verder kan ’n afleiding nie eenvoudig beskou 
word as die verskil in potensiaal gemeet tussen twee punte 
nie. Daar is ’n variérende elektriese veld tussen die punte, 
*n sogenaamde afleidingsveld. Ook kan die potensiaal van 
die hart geprojekteer word op °n liggaamsbeeld wat nie in 
ooreenstemming is met die opperviakte van die liggaam 
nie. 

Vektorkardiografie, soos tans gebruik, is nie doeltref- 
fender as gewone afleidings nie, aangesien dit slegs ’n tyd- 
aaneenlopende weergawe gee van die twee posisies van die 
elektrode wat relatief ver van die hart geleé is. Sommige 
fynere besonderhede, wat deur ’n soeker-elektrode gedemon- 
streer word, kan selfs deur dié metode vertroebel word. 
Die sentrale elektrode van Wilson is ook, streng gesproke, 
nie ’n elektrode wat ’n nul-potensiaal het nie. 

Al hierdie konsepte noodsaak nou ’n nuwe benadering® 
en daar word tans baie aktief gewerk om hierdie wetenskap 
op ‘n suiwerder en meer akkurate grondslag te laat berus. 
Deur hierdie werk word die derde boekdeel van die elektro- 
kardiografie nou ingelei, en dit wil voorkom asof die werk 
op hierdie breé gebied van die elektrokardiografie ‘n hele 
eeu van ontwikkeling sai deurmaak. 
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THE INTRACRANIAL DIAGNOSTIC APPROACH 


Mastery over organic brain diseases and other intracranial 
lesions is one of the latter-day victories of the diagnosticians 
—if indeed victory can already be claimed in this field. 
Sharper diagnostic weapons used in more specific ways 
have compietely altered the picture particularly over the 
last ten years. 
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This change has come about by the improvements in 
angiography (carotid and vertebral), encephalography and 
ventriculography (air and myodil), and also electro-en- 
cephalography. Dandy first introduced air directly into 
the ventricles in 1918 and in 1919 invented encephalography 
(introducing air through the lumbar theca). Moniz in 
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Lisbon performed the first carotid angiogram in 1927. 
The introduction of an opaque medium into the lateral 
ventricles from above developed later. 

These methods have come into their own since the end of 
World War Il and now provide the neuro-surgeon with 
information that he cannot get by other means. Through 
their discriminative use some major changes have come 
about in our knowledge of the pattern of head lesions. 
For instance, the problem of spontaneous subarachnoid 
haemorrhage is being elucidated. Congenital aneurysms can 
be demonstrated in at least 60 per cent of cases and where 
no lesion can be shown the chances of recovery are greater. 
The demonstration of intracranial haematomas by angio- 
graphy or encephalography almost eliminates the need for 
‘exploratory burr-holes’ in the management of head injuries, 
where the demonstration of a fracture line is much less 
important than showing displacement of intracranial con- 
tents. Raised intracranial pressure may be demonstrable 
by means of an ophthalmoscope or a lumbar puncture 
manometer in the absence of localizing signs, but the clinical 
neurologist can only speculate on the cause. The problem 
can usually be solved by one or more of the diagnostic 
triad already mentioned. 

Carotid angiography is probably the most useful initial 
procedure. Space-occupying lesions (including established 
internal hydrocephalus) will displace the branches of the 
intracranial circulatory tree. In practised hands carotid 
angiography causes very few serious complications and 
little or no discomfort, provided cases with atherosclerosis 


are avoided. Lumbar encephalography by comparison is 
bedevilled by the acute discomfort accompanying the escape 
of air over the cortex and the potential danger of tonsillar 
or tentorial herniation. Ventriculography is most helpful 
if a mid-line lesion or posterior-fossa mass is present. 

These tests, or the principles underlying them, probably 
represent the ultimate boundary of the neurodiagnostician. 
This is not to say that further advances are impossible, 
on the contrary, greater refinement and elaboration will 
bring about better localization and aetiological identification 
of intracranial lesions. For instance, twelve rapid serial films 
in a carotid angiogram are better than the standard three, be- 
cause meningiomatous and other tumour ‘blushes’ and 
aneurysms, and particularly arteriovenous malformations, 
may opacify late or contain their dye for only a short period; 
macroradiographs of the perforating vessels (and perhaps 
other regional vessels) may yet reveal valuable information; 
and the reliability of phlebographic topography is still in 
the melting-pot. Similarly, fluoroscopic control with an 
image intensifier may simplify lumbar encephalography or 
myodil ventriculography. Beyond these diagnostic pillars 
one may speculate upon methods feasible for exploring 
the contents of a closed rigid box with no opening larger 
than a florin and none readily accessible. ‘Labelled’ radio- 
active or X-ray-sensitive isotopes may produce a firm and 
practicable answer, particularly if some discriminative 
affinity of the various histological lesions for specific isotopes 
can be discovered. These methods are being evaluated. 


CONTRIBUTION TO THE BENEVOLENT FUND OF THE ASSOCIATION 


In the issue of the Journal of 10 January 1959 (33, 26) we 
drew the attention of members of the Association to the 
unprecedented contribution made by the Southern Trans- 
vaal Branch to the Benevolent Fund of the Association. 
’ this gesture the Southern Transvaal Branch showed 
‘can be achieved by the cooperation of members of a 
Branch in fund-raising activities. 
The Benevolent Fund has now been the recipient of 
another magnificent contribution—this time from the 
members of the Natal Coastal Branch, who have donated 


the sum of £530 to the Fund. This contribution is the pro- 
ceeds of a special appeal, a cake sale and a supper-dance. 
The gratitude of all members of the Association is due to 
our colleagues and their wives and friends in Natal for 
this generous gesture. 

We feel, too, that the contributions from both the Southern 
Transvaal and the Natal Coastal Branch to the Benevolent 
Fund would not have been possible, but for the support 
and cooperation of the ladies’ committees, and we welcome 
this feature of Branch activities. 


INTRACRANIAL INFECTIONS OF RHINOGENOUS ORIGIN* 


F. J. IrsiGLeR, M.D., Neuro-Surgeon, Durban 


In this paper I discuss certain aspects of intracranial infections 
arising from or related to infection of the paranasal sinuses. 
These sinuses may be either the primary focus of infection, 
or they may become infected as a result of local trauma such 
as compound fracture or—more rarely—neoplastic disease 
causing disruption or distruction of their thin bony walls, 
that is to say, the posterior wall of the frontal sinus or the 
maxilla, 

Intracranial infections of this kind have certain peculiarities 
which make them interesting and important for the neurologist 
as well as the neuro-surgeon, and even for the psychiatrist 

* Paper read at annual general meeting of National Group 


of Neurologists, Psychiatrists and Neuro-Surgeons, Durban, 
September, 1958. 


because of the close relationship to the frontal lobe of the 
brain. A striking change in behaviour or personality may be 
the first and in fact the only sign of a unilateral frontal 
abscess; at a later stage the question not infrequently arises 
whether such patients should be certified and sent into a 
mental institution—even after radical excision of a frontal 
abscess or repair of a dural defect resulting in rhinorrhoea. 

There are 25 cases in the present series, which excludes the 
many war injuries involving the paranasal sinuses in the main, 
detailed case records of injuries due to high velocity missiles 
seen during the war are not available at present. 

In Table I the cases presented here are classified according 
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to their underlying pathology. It is now commonly accepted 
that in most of these cases the infection spreads into the 


TABLE I. CLASSIFICATION OF CASES 


Rhinogenous frontal abscess .. 8 
Pott’s puffy tumour saad 6 
C.S.F. leak 8 
Frontal subdural empyema .. 2 
Frontal encephalocele (case 4) 1 

Total 25 


cranial cavity by way of an intermediary thrombophlebitis of 
the diploic veins, mainly the vena diploica frontalis at the 
upper margin of the orbit, and perhaps the anterior temporal 
diploic veins. Courville' calls attention to retrograde exten- 
sion along the venous channels. I wish to stress this point 
because septic thrombophlebitis and sinus thrombosis may 
be a serious complication of any form of intracranial infec- 
tion, especially of brain abscesses.» * To this mode of exten- 
sion is also possibly related the multiplicity and the peculiar 
dumb-bell shape of some of these brain abscesses; they are 
aptly also called hour-glass abscesses. 


Case 1. Boy aged 17. Right frontal rhinogenous abscess. 
Rupture during radical excision followed by meningitis. 


This boy had no localizing signs on admission. The diagnosis 
of a rhinogenous cerebral abscess was made for the following 
reasons: Some 6 weeks before admission a subcutaneous abscess 
in the right upper eyelid had been incised as was evidenced by a 
surgical scar at this place. Following this, the boy developed 
frontal headache and failing vision and eventually became drowsy. 
High papilloedema was seen on both sides. X-rays showed opacity 
of the frontal sinus, the outlines of which were indistinct. The 
sedimentation rate was markedly increased. A right carotid 
angiogram revealed a mass in the right frontal lobe. 

At the operation, a frontal flap was raised on the right and the 
frontal lobe of the brain was excised, including two well-encap- 
sulated abscesses, one the size of a peach, the other that of a 
walnut. In the course of excision the abscess ruptured. The 
wound was cleaned and closed up, including the dura, without 
a drain. Within the following 8 days the patient developed a 
purulent meningitis despite heavy doses of sulphonamides (at 
that time—1942—penicillin was not available) and from the 
lumbar fluid Streptococcus pyogenes haemolyticus was cultured. 


Fig. 1. Operative specimen of a rhinogenous frontal abscess of some 
8 weeks’ duration. The appendage on the right consists of thrombosed 
veins (case 1). 
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The craniotomy wound also became septic. On the request of 
his parents the patient was discharged in a hopeless condition. 
Fig. 1 shows the operative specimen with one of the abscesses 
visible on the cut surface. A tangle of thrombophlebitic veins 
can be seen as an appendage on the right. 


Case 1 brings us to a short discussion of osteitis of the 
frontal bone related to infection of the adjacent frontal sinus. 
Locally, this condition usually presents with a pitting oedema 
of the scalp over the frontal region, frequently giving the 
impression of diffuse or localized fluctuation, and extending 
to the soft parts of the orbit and the upper part of the face, 
Percival Pott was the first to describe this sign in 1760, and 
after him it is called ‘Pott’s puffy tumour’.* Pott found it in 
cases of extradural abscess complicating frontal osteomyelitis 
due to sinus infection or compound fracture. However, it 
may be found also in a variety of other lesions closely related 
to those under consideration here. 

The clinical syndrome associated with Pott’s tumour may 
be a very acute one; the following salient features emerge 
from my own experiences with 6 cases which came under my 
care during recent years: 

1. The condition usually sets in rather acutely, with frontal 
headache, a puffy swelling over the forehead, stiffness of the 
neck, and pyrexia; the patient may become increasingly 
drowsy. 

2. The differential diagnosis from an orbital cellulitis 
or a cavernous-sinus thrombosis may be difficult, and in 
fact the spreading oedema may result in an abscess in the 
eyelid or the upper part of the face, necessitating evacuation. 
Such patients not rarely are first seen by the ophthalmologist 
or the ear, nose and throat specialist. A surgical attack on 
the paranasal sinuses, however, may be disappointing—no pus 
being present. Also, the X-rays may be negative at this 
early stage. Later the plates usually reveal a mottled 
appearance of the frontal bone with confluent areas of 
increased density; sometimes the bone becomes truly ivory. 
In such chronic cases a serological search for syphilis may 
be instituted. 

3. Finally, the condition may result in the formation of 
an abscess beneath the galea in the frontal region, requiring 
surgical drainage. 

Fortunately, in some cases the condition takes a chronic 
course from the beginning, with recurrent acute exacerbations. 

In 1955, I saw a Native boy of 13 who was admitted as an 
emergency case to the Pretoria Hospital with an acute 
frontal osteomyelitis and Pott’s pitting oedema. He died 
within 4 days from a widespread subdural empyema covering 
the whole of the right cerebral hemisphere. He was in a 
comatose state throughout and eventually developed jack- 
sonian fits resulting in a true status epilepticus. Surgical 
attempts and chemotherapy were unsuccessful. 

The following case is an example of Pott’s tumour of the 
classical type. 


Case 2. African male, aged 37. Repeated attacks of purulent 
frontal sinusitis. Evacuation of an extradural frontal abscess 
by craniotomy. Recovery. 


This man had suffered from recurrent attacks of frontal-sinus 
empyema, and fair quantities of pus were removed by the ENT 
specialist on several occasions. On admission, the patient com- 
plained of a throbbing pain in his forehead. The scalp there was 
thickened, of doughy consistence, giving the impression of diffuse 
fluctuation. There were no other neurological signs. X-rays 
revealed an opaque frontal sinus and a thickened, mottled frontal 
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bone. On the cisternal air pictures both anterior horns were 
equally displaced downward. Likewise, the carotid angiogram 
evinced a characteristic displacement of the anterior cerebral 


PSilateral frontal craniotomy was carried out and a quadrangular 
piece of ivory bone excised, underneath which an extradural 
abscess with a smooth pyogenic membrane was found. More 
than | fl. oz. of thick pus was evacuated in one stage. The patient 
was restored to full working capacity within 4 weeks from the 
operation. He has remained well since. 


In the rare cases of frontal encephalocele an intracranial 
infection may be introduced by misdirected surgical pro- 
cedures, as exemplified by the following case. 


Case 3. African boy, aged 14. Surgical attempt to remove a 
‘lipoma’ between the eyes resulting in a CSF leak from the 
incision. Craniotomy and repair of a frontal encephalo- 
meningocele. Recovery. 


In this boy a tumour between the orbits was misinterpreted 
as a lipoma and an attempt was made in a country hospital to 
remove it. This was followed by a persistent leak of CSF through 
the skin incision, and mild meningitic attacks. A bifrontal Souttard 
flap was raised and the dura incised on either side of the sagittal 
sinus, which was ligated and cut. A peculiar tongue-like extension 
of both frontal lobes was found stretching forward and occupying 
a roundish defect in the dura and the anterior cranial fossa on 
either side of the crista galli; it looked exactly like a cerebellar 
pressure cone. Ingraham and Matson® gave a fine picture of this 
condition. The defect in the anterior cranial fossa was filled with 
cancellous bone, and the dural defect was grafted from the fascia 


Fig. 2. Surgically repaired frontal encephalocele in a boy of 14. Note 
craniotomy scar illustrating right half of a bilateral Souttard flap. 
Through the stellate scar between the eyes there was C.S.F. leak after 
a Surgical attempt to remove the encephalocele (case 3). 


lata. Fig. 2 shows the patient at the time of his discharge from 
the King Edward VIII Hesp‘tal, Durban. 


TRAUMATIC GROUP 


The cribriform plate is one of the most vulnerable parts of 
the base of the skull, and the so-called ‘indirect’ fractures of 
this plate occur more frequently than it is generally thought. 
This applies equally to all sorts of blunt injuries to the skull 
and to injuries caused by high-velocity missiles irrespective 
to which part of the calvarium the force has been applied. 
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Klaue® has rightly drawn attention to this. It follows that 
the olfactory area is among the most frequent sites of contre- 
coup lesions of the brain. At necropsy one may find the 
olfactory tracts completely torn off or heavily contused, 
and the same applies to the orbital surface of the frontal 
lobes. 

It is useful, therefore, as Spatz’ suggested, to establish 
the diagnosis of anosmia in all patients with head injury at 
the very first neurological examination, provided the patient 
is cooperative and intelligent enough to give reliable answers. 
The finding of olfactory impairment may give a valuable 
hint of damage to the cribriform plate with all its con- 
sequences, viz. CSF leakage and intracranial infection. 

The criteria of paranasal sinus involvement are as follows: 

1. CSF leak through the nose or the wound (if any), or 
into the nasopharynx (which is easily overlooked especially 
with the patient in the supine position), or, in rare instances, 
into the orbit. 

2. Surgical emphysema in the frontal or orbital regions. 

3. Plain X-rays should be taken with a special view of the 
posterior wall of the frontal sinus and the anterior cranial 
fossa. A spontaneous pneumocephaly may be missed if not 
specially looked for; I remember a case in Pretoria where 
this condition was diagnosed from a tiny air bubble within 
the pontine cistern. 

4. During operation, a conspicuously slack dura should 
be noted as a sign of intracranial hypotention due to CSF 
loss. The importance of low intracranial pressure is mentioned 
here only briefly; it has various aspects which I have outlined 
elsewhere.*® 

All cases with paranasal sinus injury—not only depressed 
or comminuted fractures—where there is any suspicion of 
involvement of the dura call for early surgical intervention. 
There may or not be an open wound in the frontal region. 
The surgical intervention includes débridement of the wound 
with removal of the posterior wall of the frontal sinus, 
careful inspection of the dura and, if necessary immediate 
repair of a dural defect. This is the only means of preventing 
an intracranial spread of infection, which even nowadays is 
a serious and often fatal complication. The scalp wound 
should be closed completely, in two layers, if necessary, by 
means of a rotation flap. 

At the beginning of the last war we did not realize how 
vital an early exenteration of a fractured or infected frontal 
sinus really was, and the results of inadequate surgery were 
very bad. I have seen gunshot wounds through the frontal 
sinus resulting in an encephalitic cerebral fungus with fatal 
outcome several weeks after the injury.* Autopsy showed 
that these patients died from a fresh meningitis or subdural 
empyema or from both. There was little doubt that a slum- 
bering infection within the frontal sinus not properly dealt 
with surgically was a deciding factor right from the beginning 
and finally gave rise to the fatal meningitis. However, we 
soon learned to handle such cases more adequately along the 
lines mentioned above.*: 1° 

With the present resources of chemotherapy, débridement 
followed by primary closure can nowadays be carried out 
successfully even several days after injury—not only within 
12 or 24 hours as was usual before the penicillin era. In 
1954, I operated upon a young man of 20 who crashed with 
his car into a moving train. He suffered a deep laceration 


* Slides illustrating one of these cases were shown at the meeting. 
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on his forehead and an extensive comminuted fracture of 
the frontal and ethmoid sinuses. An unsuccessful surgical 
attempt had been made on the day of the accident. There 
was a large defect in the dura with brain extruding, and a 
slumbering meningitis with polymorphs and lymphocytes 
but no organisms in the lumbar fluid. The ENT specialist 
(Dr. J. H. Hofmeyr) found a broad communication with, 
and a CSF leak into, the nasopharynx. The repair was carried 
out on the 9th day after the injury. The only neurological 
signs were anosmia and deafness on the right due to a fracture 
of the right petrous bone. The man has remained well ever 
since with a suggestion of a psycho-organic mentality. 

At the time of débridement of such wounds the immediate 
cosmetic result is irrelevant. These patients are on the verge 
of life and death, and plastic surgery is a cura posterior. Of 
course the skin incision should nevertheless be planned so as 
later on to be visible as little as possible. In cases where the 
incision is not simply an enlargement of the laceration caused 
by the injury itself we prefer to make a sort of butterfly or 
cross-bow incision. 

If for some reason an immediate débridement cannot be 
done it is advisable to leave the open wound untouched, and 
to apply a sterile dressing until the patient can be handed 
over to a neuro-surgical service. Systemic and intrathecal 
chemotherapy is a prerequisite. The worst thing to do isa 
superficial stitching-up of the skin laceration; this will 
certainly be followed by meningitis. 

The question arises how rapidly an intracranial infection 
may develop after a penetrating skull injury involving the 
fronto-basal area. From 2 cases of which I have detailed 
records it is evident that this may happen within 48 hours. 
By this time, in one of these two, who was not operated upon 
because of his hopeless condition, a full-blown purulent 
meningitis was found at necropsy. The other case is the last 
to be mentioned here (case 4). 


Case 4. Injury to the frontal region involving the frontal and 
ethmoid sinuses. Skin laceration stitched up in the casualty 
service. Pneumococcal meningitis within 2 days. Radical 
débridement and closure with drain. Primary healing of the 
wound. Returned to work. Death from a left frontal abscess 
21 months after the injury. 


This middle-aged man was admitted to the general surgical 
ward with an open wound on his forehead and a comminuted 
fracture involving the paranasal sinuses. The wound had been 
stitched up by the casualty officer. Within the next 2 days signs 
of a meningitis became apparent and in the lumbar fluid pneumo- 
cocci were found. No rhinorrhoea was noticed. The patient 
was now taken without delay to the theatre and a cross-bow 
incision was made above the eyes. The frontal sinus was full 
of clotted blood and debris. There was a stellate fracture of its 
posterior wall. This was removed, together with several fragments 
from the ethmoid bone; a minute tear in the dura was closed 
with a stitch and sealed off with gelfoam. The wound was cleaned 
thoroughly and sulpha powder sprinkled into the pockets. Two 
soft rubber drains were inserted and the wound closed up in 
layers. Recovery was remarkably rapid and without neurological 
deficit. The wound heaied practically by primary union. 

The patient resumed his work as a gardener. Later on trouble- 
some personality changes developed, obviously due to damage 
to the frontal lobes. 

One year and 9 months after the injury he was readmitted to 
another ward, where I had the opportunity of seeing him again. 
He was drowsy and disorientated, and had an expressive aphasia 
and a right hemiparesis. The surgical scar on his forehead was 
solid, and was somewhat drawn in. No CSF leak was present. 
A lumbar air encephalogram was attempted, which resuited in 
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deepening coma with all signs of tentorial coning. It was obvious 
that the man had a late traumatic frontal abscess on the left. 
Unfortunately, operation was delayed and the patient died § days 
after admission. Necropsy revealed an old trephine opening in 
the frontal bone and a brain abscess in the left frontal lobe. No 
meningitis was present. 


Fig. 3. Dandy’s and Olivecrona’s standard 
incision for the approach to the pituitary, 
the optic chiasma and the cribriform plate. 
Appearance of scar on the 7th day after 
craniotomy (from ‘Allgemeine Operations- 
lehre’ by F. J. Irsigler, in: Handbuch der 
Neurochirurgie, edited by H. Olivecrona 
and W. Ténnis, vol. 1V. Berlin-Heidelberg- 
G6ttingen: Springer Verlag). 


This case demonstrates the necessity of early débridement 
with inspection of the dura; once a patient has had an attack 
of meningitis the clinician should constantly be on the 
look-out for a late traumatic abscess to be attacked without 
lengthy and unnecessary diagnostic preliminaries. 

Remarks on operative technique of dural repair in post- 
traumatic rhinorrhoea 

American authors have advocated a bilateral frontal flap 
and ligation of the sagittal sinus.'' This is in most cases 
unnecessary. A relatively small frontal flap, about the same 
as the standard incision in use for operations on the pituitary, 
is sufficient (Fig. 3). An intracerebral aérocele is tapped with 
the brain cannula, whereupon the air escapes under pressure; 
there is no difficulty in differentiating it from a frontal 
abscess. After dissecting the herniated parts of the dura 
and (not infrequently) the brain, the dural defect is closed 
with a free graft from the fascia temporalis or fascia lata. 
Reconstruction of a bony defect on the floor of the anterior 
fossa is unnecessary. In 1952 Ténnis and Frowein'’ reported 
on the operative results in 31 cases of traumatic rhinorrhoea 
and pneumocephaly; the mortality rate in their series was 
6-3 %. 

CONCLUSIONS 


The points emerging from the present series are as follows: 
1. Even with modern chemotherapy the intracranial 
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spread of rhinogenous infections cannot be entirely obviated ; 
naturally, chemotherapy is an integral part of any surgical 
ures in such conditions. 

2. Early diagnosis of sinus involvement is all-important, 
especially in the traumatic cases. Personality changes may 
be diagnostic of a unilateral extension into the anterior 
cranial cavity, and they may persist or even become worse 
after successful surgical intervention. 

3. In cases of so-called Pott’s puffy tumour neuro-surgical 
advice should be called in early because of the great possibility 
of an intracranial complication such as subdural empyema 
or brain abscess. 

4. Early elimination of the primary focus, be it an infected 
sinus or a fracture involving its bony walls, is essential. 
The significance of rhinorrhoea here is quite different from 
that in CSF-leak through the middle ear, where the great 
majority of the cases heal up spontaneously. 

5. Radical excision of encapsulated rhinogenous frontal 
abscesses is advocated with the view to preventing late 
post-traumatic epilepsy'* and recurrent thrombophlebitic 
abscesses.'* It has been found that under adequate ‘cover’ 
of antibiotics and sulpha drugs primary closure of the 
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craniotomy wound is warranted even if the abscess should 
rupture during its excision. 


My sincere thanks are due to Mr. M. J. Joubert, F.R.C.S., 
Durban, with whom I had the pleasure of seeing and operating 
upon two cases of traumatic rhinorrhoea recently; to the colleagues 
who sent in cases for surgery; and to the medical superintendents 
of the General Hospital, Pretoria, and the Addington Hospital 
and King Edward VIII Hospital, Durban, for permission to 
include cases treated at these hospitals. 
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DIABETES MELLITUS WITH ADDISON’S DISEASE 
A CASE REPORT 


H. KaAvin, 


In the last 20 years, the role of the pituitary and suprarenal 
glands in the aetiology of diabetes mellitus has become 
increasingly apparent. Nevertheless, there are many points 
still not fully understood, among which should be mentioned 
the part played by the glands of internal secretion in the 
production of some of the complications of the disease such 
as ketosis and vascular degeneration. 

Since Arnett' (1927) reported the first well-documented 
case of diabetes mellitus and Addison’s disease occurring 
together in the same patient, 43 further cases have been 
recorded in the English literature.2»* In 29 the diabetes 
preceded the onset of Addison’s disease, in 4 the 2 diseases 
seemed to appear simultaneously, and in the remaining 10 
cases the Addison’s disease occurred first. The case presented 
here is, as far as is known, the first of its kind to be described 
in South Africa. 

CASE REPORT 


The patient is a 35-year-old White male, resident in Swaziland 
and an electrician by trade. He was first seen in November 1954. 
He is married and has one child. A brother is diabetic. There 
was no history of exposure to tuberculosis. The patient had 
suffered from diabetes mellitus since the age of 3 and for many 
years was very well controlled on 12-14 units soluble insulin 
before breakfast and 16-20 units soluble insulin at night. Insulin 
reactions were very rare. Diet was not strict since the patient was 
under-weight, but he avoided sugar and starches where possible. 
He had been in exceptionally good health until the middle of 
September 1954, when he began to complain of excessive tired- 
ness, fatigue, lassitude and poor appetite. His weight had dropped 
from 160 to 145 Ib. in 14 months. He had returned from a fishing 
trip a month before the onset of symptoms and his wife had 
often remarked on the persistence of his sun-tan. The patient 
had also recently reduced his insulin dosage a little because he 
tended to ‘see black for a second or two’ on exertion. 
Examination showed the patient to be a slender individual 
with well-marked brown pigmentation of exposed areas of the 
body and also the nipples, perineum, gums and palate. The 
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blood pressure was 105/70 mm. Hg. The knee jerks were reduced 
and the ankle jerks were absent. Axillary and pubic hair were not 
decreased in amount and the genitalia were healthy. The fundi 
showed no evidence of degeneration characteristics of the late 
manifestations of diabetes mellitus. The rest of the clinical ex- 
amination showed nothing of significance. 


Investigations 


A blood count and E.S.R. were normal. The fasting blood 
sugar was 250 mg.°¢ and a standard glucose-tolerance curve was 
diabetic with a 3-hour-value of 537 mg.°%. Thorn’s test, using 
25 mg. ACTH, showed an initial eosinophil count of 140 per 
c.mm.; 4 hours later it was 160 per c.mm. Radiography of the 
chest, abdomen. pituitary fossa and gastro-intestinal tract showed 
nothing abnormal. The volume of urine collected 5 hours after a 
water load of 1,500 ml. was 340 ml. Urinary 17-ketosteroid 
excretion was 5 mg. in 24 hours and F.S.H. excretion was 6-12 
mouse units in 24 hours. Thymol turbidity, 2 units; thymol 
flocculation, negative. The pathologist’s report on the skin biopsy 
read: ‘Sections show excessive melanin pigmentation in the basal 
layers of the cells of the epidermis. However, the picture is not 
necessarily pathological. No evidence of haemosiderin pigmenta- 
tion was demonstrated.’ 

The diagnosis was made of Addison’s disease superimposed 
on a long-standing diabetes mellitus on the basis of the clinical 
history and examination, which was supported by the above 
laboratory findings. 

Treatment was commenced with intramuscular injections of 
5 mg. desoxycorticosterone acetate (DCA) daily and he was 
maintained on 15-20 units of insulin a day. No special diet was 
prescribed. He experienced an initial clinical improvement on 
this regime but after 4 weeks insulin reactions became frequent. 
Because of ¢his, cortisone acetate 25 mg. daily was added. Later 
a 2, 100-calorie diet was prescribed with the carbohydrate-fat 
ratio of 2 : 1 and DCA implants were substituted for the intra- 
muscular injections in August 1955. 

During 1955 he remained fairly well but insulin reactions 
were frequent. He was taking between 18-40 units of insulin 
daily. The blood pressure varied between 140-155/70-90 mm. Hg. 
and he was maintaining his weight after an initial gain of 8 pounds. 
In August 1955 the serum electrolytes were normal. 

In February 1956 400 mg. DCA was implanted because of 


loss of 10 pounds in weight and a blood pressure of 100/70 mm. 
Hg. He was taking only 10 units of insulin a day but was still 
having hypoglycaemic attacks. A further DCA implant was 
inserted in June 1956. 

He was admitted to a Johannesburg nursing home in July 1957 
in early diabetic ketosis. After control, cortisone was discon- 
tinued and he was discharged on 40 units of insulin daily; 400 mg. 
of DCA was implanted and this was repeated in October 1957, 
at which time his insulin requirements had increased to 66 units 
daily. 

On 1 November 1957 at 7 p.m. the patient was admitted to the 
Johannesburg General Hospital having been in deep coma for 
5 hours. The blood pressure was 200/110 mm. Hg and the pulse 
rate 84 per minute. Physical examination was negative. He was 
not dehydrated and the breathing, although stertorous, was not 
Kussmaul in character. Urinanalysis showed no sugar, acetone 
or albumin. The blood sugar was 45 mg.%. He was given 
150 ml. of 50% glucose intravenously with improvement in the 
level of consciousness. An infusion of 10° glucose in water 
was begun and urine was tested 2-hourly. Cortisone and salt 
were withheld at this stage because of the high blood pressure. 

By 4 a.m. the following morning the patient had again lapsed 
into deep coma. He was cold and clammy and the blood pressure 
was 140/70 mm. Hg. The breathing was now acidotic and he was 
markedly polyuric. There was 4+ sugar and 2+ acetone in the 
urine and the blood sugar was 412 mg.®%%. Serum potassium was 
3-5 mEq/litre and the serum CO, content was 16 mEq/litre. 
He was thus in typical diabetic coma. Thirty units of soluble 
insulin were given immediately by the intravenous route, sub- 
sequent doses being administered subcutaneously every 3 hours 
according to the scheme of 5 units per plus of glycosuria. Two 
litres of physiological saline and 3 litres of glucose saline were 
infused over the next 8 hours. Hydrocortisone 100 mg. was added 
to the first litre, 75 mg. subsequently into each of the following 
4 vacolitres. Thereafter he was given 25 mg. hydrocortisone 
intramuscularly every 6 hours for 24 hours, and was then main- 
tained on 25 mg. cortisone acetate daily by mouth. After 24 
hours the serum-potassium level had dropped to 2-5 mEq/litre 
and 6 g. of intravenous potassium chloride was given slowly 
over a period of 12 hours. The patient responded very well and 
after 2 days was fully recovered. Subsequent therapy included 
removal of the DCA pellets and an attempt to control the diabetes 
with soluble insulin, cortisone and salt. The diabetes remained 
very unstable but the patient had to be discharged from hospital 
3 weeks after admission. On discharge he was taking 25 mg. of 
cortisone acetate and 60 units of insulin daily. 

He lives at a distance and by correspondence says he is well 
except for frequent attacks of mild hypoglycaemia. He has con- 
sequently reduced the insulin to 28-30 units a day but has not 
changed the dose of cortisone. 


DISCUSSION 


This is an undoubted case of Addison’s disease developing 
in a patient with diabetes mellitus. The diabetes commenced 
at the age of 3 years and it was only 32 years later that 
symptoms of adrenal insufficiency became manifest. Simpson? 
describes a similar case and comments that the long interval 
between the appearance of the two diseases seems to preclude 
a common aetiology. 

As in other cases in the literature where the diabetes 
preceded the Addison’s disease, important features heralding 
the onset of the Addison’s disease were the sudden instability 
of the diabetes, the increased tendency to hypoglycaemic 
reactions, and the progressive reduction in insulin require- 
ments. 

The exact mechanism of action of insulin is unknown but 
it seems likely that its effect on carbohydrate metabolism is 
mediated partly through the facilitation of the hexokinase 
reaction in the phosphorylation of glucose to glucose-6- 
phosphate and partly through enhancing cellular permeability 
to glucose. The anterior pituitary seems to antagonize these 
actions and the adrenal cortex appears to augment this 
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inhibition.*: * In diabetes there is an increase in the break- 
down of protein and liver glycogen to glucose, glycogen 
formation from glucose is greatly reduced in liver and muscle, 
and this is shown clinically by the poor glucose tolerance, 
the hyperglycaemia and the glycosuria. 

In Addison’s disease the hypoglycaemia which occurs jis 
probably not due to defective alimentary absorption of 
carbohydrates. DCA restores intestinal absorption to normal 
levels, but exerts a negligible beneficial effect on the hypo- 
glycaemic tendency. The maintenance of adequate liver- 
glycogen stores and the prevention of fasting hypoglycaemia 
seems to be a specific function of the glucocorticoids. 
Clinically the effect of adrenal cortical deficiency on carbo- 


hydrate metabolism is shown by abnormally low fasting . 


blood-sugar levels, marked insulin sensitivity, and hypo- 
glycaemic reactions occurring often at higher blood-sugar 
levels than in a patient with normal suprarenal function, 
The oral glucose-tolerance curve is flat and the intravenous 
glucose-tolerance test shows a normal rise followed by a 
rapid fall to hypoglycaemic levels. 

It has been demonstrated that diabetes mellitus, produced 
in animals by pancreatectomy, can be ameliorated by hypo- 
physectomy or bilateral adrenalectomy.*:'® The human 
equivalents of the Houssay phenomenon are rare indeed. 
Forty-three cases of Addison’s disease and diabetes occurring 
in the same patient have been recorded and there are even 
fewer reported cases of hypopituitarism and diabetes occur- 
ring simultaneously. 

When Addison’s disease complicates the diabetic state, 
gluconeogenesis is diminished; more glucose is utilized by the 
tissues, blood sugar levels are lowered and glycosuria is 
reduced. Further, there is progressive improvement in 
carbohydrate tolerance but the blood-sugar levels are 
markedly unstable as if the mechanism for blood sugar 
regulation is in some way additionally disturbed because, 
though tending on the whole to be lower, the levels are not 
kept within physiological limits of variation. This is in 
keeping with the experimental evidence that the adrenal 
cortex via the glucocorticoids plays an important part in 
such regulation. Moreover, insulin requirements diminish, 
insulin sensitivity is great and insulin reactions are frequent. 

Patients suffering from both diabetes and Addison’s 
disease rarely develop ketosis. Protein catabolism prob- 
ably plays a greater roll in the genesis of ketone bodies 
than is generally thought. When insulin is withheld from 
depancreatized animals, somatotrophic hormone assumes a 
catabolic function and increased mobilization of amino 
acids from protein results. It is possible that the ketosis 
which occurs under these circumstances is due, to a large 
extent, to the excessive deamination of the pool of amino acids. 
A few amino acids, like leucine, are directly ketogenic 
whilst others, like glutamic acid, normally give rise to alpha- 
ketoacids. Due to the block in carbohydrate metabolism 
caused by insulin deficiency these alpha-ketoacids may be 
metabolized into ketone bodies. In pure Addison’s disease 
gluconeogenesis from protein is diminished and this may 
account for the lessened liability to ketosis. 

Simpson’ explains the occurrence of ketosis in his 3rd 
case of combined diabetes mellitus and Addison’s disease by 
regarding the patient as not completely adrenalectomized. 
Baird and Munro* report a case in which ketosis was induced 
by 25 mg. of cortisone per day. Thorn and Clinton’ suggest 
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that ketosis is only present when dehydration is severe, but 
this has not consistently been shown by others although 
dehydration from adrenal insufficiency, associated in part 
with anorexia, renders the patient more liable to ketosis. 
Our patient had one episode of ketosis whilst on cortisone 
but this could not be incriminated in the second episode since 
cortisone had been withheld for the previous 9 months. 
It is certainly true that all the recorded deaths have been in 
hypoglycaemia or adrenal crises and not in diabetic coma. 
In the management of ketosis in such cases insulin must be 
used cautiously in small doses and cortisone is imperative. 
Fluid and electrolyte therapy is much the same as for the 
uncomplicated diabetic coma except that potassium require- 
ments are less. 

The vascular complications of diabetes, especially those 
affecting the kidneys and the eyes, remain the outstanding 
problem in an otherwise controllable disease. It is generally 
accepted that the incidence of these complications increases 
with the duration of the disease. The possibility that some 
hormonal imbalance, particularly affecting the pituitary- 
adrenal axis, is responsible has been entertained for a few 
years and has at least provided a therapeutic approach. The 
subject has been reviewed recently*® and it is suggested that 
hypophysectomy or bilateral adrenalectomy should still 
perhaps be considered, especially in the early stages when the 
changes are reversible. Our patient did not show either the 
kidney or eye complications such as would be expected 
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after more than 30 years of diabetes. This is unusual but 
cannot be explained on the basis of his Addison’s disease, 
which had only become apparent in the last 3—4 years. 


SUMMARY 


A case is presented of Addison’s disease complicating a 
long standing diabetes mellitus. Unusual features were the 
development of diabetic coma and the absence of any of the 
late manifestations of diabetes. The role of protein meta- 


bolism in the pathogenesis of ketosis is discussed. When a 


well-controlled diabetic patient suddenly develops insulin 


sensitivity, Addison’s disease, hypopituitarism, myxoedema, 
liver disease and congestive cardiac failure must be con- 
sidered. 


We are indebted to the Superintendent of the Johannesburg 
General Hospital for permission to publish details of the patient's 
hospitalization. We also wish to thank Dr. A. Mastbaum, who 
referred the patient for investigation in 1954; Dr. R. G. Saner, 
who looked after the patient at various stages and Dr. N. W. 
Levin for his interest and helpful criticism. 
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ELEKTROKARDIOGRAFIESE STUDIES* 
A. J. Brink, M.D. (PRETORIA), M.R.C.P. (LOND.) 


Departement Interne Geneeskunde en Degenerasie Siektetoestande Groep, W.N.N.R., Universiteit van Stellenbosch, 
Karl Bremer-Hospitaal, Bellville 


Geval | 


Die pasiént, C.S.G., is "n 72-jarige Blanke man en sy hoofklagte 
is pyn in die borskas wat alreeds 9 maande lank voorkom. Daar 
is 'n direkte verband tussen inspanning en pyn. Inspanning bring 
die pyn aan en rus laat die pyn verdwyn. Die pyn is brandend 
van geaardheid, substernaal en prekordiaal geleé met meegaande 
ongemak in die arms. Die pyn het nog nooit langer as 10 minute 
geduur nie. 

By fisiese ondersoek is geen noemenswaardige afwykings 
vasgestel nie. Die bloeddruk was 130/80 mm. Hg en die hartvaat- 
stelsel is klinies normaal bevind. 


ELEKTROK ARDIOGRAM 


(1) Voor Inspanning 

Die snelheid van die hartslag was 60 per minuut en sinusritme 
was aanwesig. Die P uitwyking was normaal, PR tyd 0-18 sek., 
QRS duur 0-08 sek.—normale patroon, QTc 0-40, ST segment 
het geringe afdrukking van V4 tot V6 getoon, T uitwyking normaal, 
en U uitwyking het normaal voorgekom (Afb. 1). 

Gevolgtrekking. Die elektrokardiogram is binne die normale 
perke. Daar is geen geleidingstoornis nie en geen teken van hiper- 
trofie nie. Daar is twyfelagtige aanduiding van ischemie oor die 
linkerventrikulére afleidings. 


(2) Na Inspanning 

Die pasiént het pyn ontwikkel met die toets. Die snelheid van 
die hartslag was nou 85 per minuut en die ritme van sinus oorsprong 
met linker-ventrikulére ektopiese slae wat gekoppelde ritme 
veroorsaak; PR 0-18 sek., QRS 0-08 sek, ST segment sterk 
afgedruk, veral terminaal in ‘afleidings 1, 2, 3, AVF en in afleidings 


* Professor Brink het onderneem om hierdie rubiek gereeld, eenkeer per 
maand, waar te neem. 


V2 tot V6, T uitwyking is bifasies in die standaardafleidings 1, 2, 
3, AVF, V1, en negatief in V2 tot V6 (Afb. 2). 

Gevolgtrekkings. Die inspanningstoets vir miokardiale ischemie 
is positief en linker-ventrikulére ektopiese hartslae met gekoppelde 
ritme is aanwesig. 

BESPREKING 


Die pyngeskiedenis van die pasiént is dié van angina pectoris. 
Die voorlopige elektrokardiografiese ondersoek het geen 
ondubbelsinnige bewys gelewer van miokardiale ischemie nie, 
en gevolglik is ‘n inspanningstoets aangedui. 

Inspanning het toe klinies die pyn aangebring en ook 
positiewe bewys van ischemie gelewer, te oordeel aan die 
afgedrukte ST segmente en negatiewe T uitwykings in die 
linker-ventrikulére afleidings. 

Die ander bevinding van betekenis is die verskyning van 
‘n ventrikulére ektopiese ritme wat ’n gekoppelde hartslag 
veroorsaak het. Onskuldige ventrikulére ektoniese hartslae 
verdwyn met inspanning; waar dit dus met oefening te 
voorskyn kom, is die bevinding op sigself van moontlike 
kliniese belang. 

By dié pasiént is daar geredeneer dat normale inspanning 
hoogs waarskynlik ook ’n ektopiese ritme van die gekoppelde 
geaardheid veroorsaak. Weens die vroeé verskyning van 


die ektopiese slag, sal dié besondere slagvolume klein wees 
en nie voldoende om genoegsame koronére bloedvloei te 
veroorsaak nie. Aangesien elke tweede hartslag van hierdie 
sal dit beteken dat daar ‘n verminderde 


geaardheid is, 
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Afb. 1. Voor Inspanning. 


vs v6 2 


Afb. 2. Na Inspanning. 


kardiale omset is. Indien ‘n mens hierdie afwyking van ritme 
kan voorkom, behoort die pasiént se angina te verbeter. 
Hy is vervolgens met prokaienamied 250 mg. 6-uurliks 
behandel. Die pasiént het self ’n maand nadat hierdie 
behandeling ingestel is, beweer dat daar geen twyfel bestaan 
oor die verbetering van sy pyntoevalle nie, hoewel hulle 
nie heeltemal afwesig was nie. 


OPSOMMING 

Pasiént met ‘n siektegeskiedenis wat angina pectoris 
aandui, het by elektrokardiografiese ondersoek die bevinding 
van "n positiewe inspanningstoets getoon. Daar was ook, 
na inspanning, *n bykomstige gekoppelde ritme as gevolg 
van linker-ventrikulére ektopiese hartslae. Die pynsindroom 
het verbeter met die gebruik van prokaienamied. 


THE DISEASE OF ROAD ACCIDENTS* 


J. G. pu Torr, M.Cu. (Care Town), F.R.C.S. (Ep1n.) 
President, Northern Transvaal Branch, Medical Association of South Africa, 1958 


I wish to discuss a disease the incidence of which is increasing, 
not steadily but very rapidly. It is a disease which affects all 
ages, but particularly the young child and the adult. The aetiology 
of this dread disease is man himself. Its pathology is extremely 
complicated, the morbidity and mortality are extremely high, 
and the social and economic repercussions are a heavy burden 
on the nation as a whole. The prognosis of the disease, under 
present circumstances, is very poor. The one heartening aspect is 
that the treatment, and even the partial cure, is a practical pro- 
position if it is tackled along the correct lines. 


* Valedictory Presidential Address, Pretoria, 10 February 1959. 


The disease of road accidents occurs in practically all parts 
of the world and strenuous efforts are being made to prevent its 
further increase and to diminish the existing incidence. 


THE EXTENT OF THE PROBLEM 


The Second World War was the most destructive in human history. 
During the 6 years of the war, South Africa had to pay the price 
of 23,000 killed and wounded. By contrast, 1957 alone, 32,662 
people were killed and injured in road accidents in South Africa. 
Table I shows the number of road accidents reported in South 
Africa in the 5 years 1953-57 and corresponding figures for killed 
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and injured. It will be seen that the figures have nearly doubled 
during the interval of 4 years. 


TABLE I. YEARLY ROAD ACCIDENTS IN SOUTH AFRICA 
Year Accidents Killed Injured 
1953 59,320 1,195 17,929 
1954 70,185 1,596 22,324 
1955 77,479 1,876 24,504 
1956 80,210 1,885 25,515 
1957 ‘ 93,210 2,254 30,368 


During 1957 ‘the average daily number of people killed or 
injured badly enough to require hospital treatment was 89-4. 
Daily, 6-2 persons are killed in road accidents. 

The annual cost of road accidents to South Africa is £35,000,000. 

Table Il compares the number of Europeans killed and injured 
in road accidents with the numbers that died as a result of other 
diseases which are apparently regarded as so much more important 


TABLE Il. EUROPEAN DEATHS 

1955 1956 1957 

Heart Disease .. 6,051 6,420 6,576 

Cancer .. 3,599 3,799 3,947 

Tuberculosis .. 238 237 206 

Poliomyelitis .. = 43 151 115 
Road Accidents, Killed and 

Injured 12,346 14,852 


and on which very lange sums of money are spent annually. These 
figures are for all age-groups. In selected age-groups, for instance 
from 6 years to 25 or 30 years, the number of deaths in road 
accidents far surpass those due to any other disease. 

Very large sums of money have been collected and are spent 
annually on research and treatment of such conditions as heart 
disease, cancer, tuberculosis and poliomyelitis, whereas in 
combating road accidents a comparatively small contribution is 
made towards reseach and prevention. 

Fig. 1 represents the distribution of deaths from road accidents 
according to age (1957). It shows that there were more deaths 
after the age of 6, when children start going to school (6-12 age- 
group) than before the age of 6 (0-5 age-group). Then there is 
some reduction in mortality in the children at high school to the 
age of 17 years (13-17 age-group). From 18 years, when in this 
country a driver’s licence can be obtained for motor-cycles and 
motor-cars, the figure is much higher (18-24 age-group) and there is 
a further great increase in the 25-29 age-group and the 30-34 age- 
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Fig. 1, Deaths in road accidents (1957) according to age. 
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group, when the mortality reaches its peak. From 35 the numbers 
of deaths successively falls with age through the age-groups 35-39, 
40-49 and 50-59. 

If these figures are plotted separately for pedestrians, cyclists, 
those on motor-cycles, and those in motor-cars, they show a 
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Fig. 2. Deaths of pedestrians in road accidents (1957) according to age. 


different age distribution for each group. The figure for pedestrians 
(Fig. 2) shows the highest mortality in the 30-34 and 6-12 age 
groups. 

For cyclists the figures bring out the dangers confronting those 
of school age, and for motor-cyclists they show that most of the 
tragedies are enacted between 18 and 23 years of age. In motorists 
the biggest incidence is from about the age of 18 years to about 
25 years, after which age it declines in a more or less even curve. 

When these figures are considered, one cannot but be amazed 
at the lack of a realistic organized programme supported by 
adequate financial assistance to combat this most urgent and 
important problem. True, we have a National Road Safety 
Organization which has done excellent work in endeavouring to 
prevent road accidents by educational and other means, but this 
problem is one that demands the attention of the highest govern- 
mental authorities and research supported by adequate funds. 


THE CAUSES OF ROAD ACCIDENTS 


The causes of road accidents may be divided roughly into 3 major 
groups, viz. (1) the human element, (2) the engineering efficiency 
of the vehicles used on the road, and (3) highway facilities. 


. The Human Element 


gt is far and away the most important cause of road accidents. 
We are confronted with a weakness in our social order of which 
road accidents is but one of the symptoms, delinquency being 
another. It is a most complex problem, embracing sociology, 
medicine, organization and politics. I think that racial peculiarities 
should also be given a place in the problem. It involves the laws 
of nature, including time, space and motion, plus the frailties 
and the complexities of human nature and the interrelations and 
the competition of human beings living together. Assertiveness, 
lack of discipline and of the acceptance and fulfilment of the road 
courtesies, and in a wider sense the lack of good manners, contribute 
largely towards accidents. Inattentiveness, carelessness and a 
certain basic type of psychological make-up predispose towards 
road accidents, and it has been conclusively proved that certain 
people are much more accident-prone than other people. These 
people usually appear to have a lower sense of social responsibility, 
an unfavourable attitude towards safety measures and traffic 
control, a disinclination to admit their own faults, and a poor 
attitude towards other road users, on whom they tend to project 
their own lack of discipline. 

These facets of human nature are largely intractable to all the 
attempts of science to modify or control it. It may to some extent 
be responsive to educative processes whereby an appreciation 
of value is inculcated and habits of self-control are established. 
These aspects of the human element are possibly the most important 
factor responsible for road accidents, and unfortunately this is 
the factor which is most difficult to remedy. 

There is, however, the other aspect of the human element, 
which is capable of some measure of control. At the present time 
the granting of a driving licence to an individual is largely dependent 
on his having attained a certain age and his ability to satisfy the 
examiner that he is capable of driving a motor vehicle. The 
examiner is often entirely unskilled and the method is open to 
gross abuse, particularly in the smaller centres. Advanced age 
does not appear to preclude the individual from possessing a 
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driving licence. A large number of individuals driving motor 
vehicles have some mental or physical infirmity. Inadequate 
vision, deafness, amputation of a limb, heart disease, diabetes, 
and epilepsy are but a few of the conditions which should exclude 
an individual from obtaining a driver’s licence. 


2. The Efficiency of the Vehicle 


It is most interesting to examine the degree to which the different 
types of vehicles are involved in accidents. The figures are shown 
in Table III. These figures, however, are to some extent misleading 
because of the fact that the different vehicles are used on the road 
to different degrees. If the number of accidents is plotted against 


TABLE Ill. INVOLVEMENT OF DIFFERENT TYPES OF VEHICLES (1957) 


Number Total y 4 Number 
Type of Vehicle Involvedin Number Involvedin Killed 
Accidents Registered Accidents 
Commercial vehicles 39,069 213,273 18 981 
Private motor-cars .. 98,789 697,555 14 1,228 
Motor-cycles oS 7,373 50,717 15 124 
Motor-scooters ia 2,002 ? ? 32 
Power cycles. . a 1,002 ? F 13 
Ordinary bicycles .. 13,622 ? ? 460 


a fixed number of miles travelled by each of the commercial 
vehicles, private motor-cars and motor-cycles, then a different 
accident-liability rate is found. During 1954-55 for every 100 
commercial vehicles involved in accidents over a given distance, 
110 private motor-cars and 115 motor-cycles were involved. 
The reason is that commercial vehicles are used more intensively 
and travel a greater mileage annually than, for instance, private 
motor-cars and motor-cycles. 

All the large motor-manufacturing companies have in recent 
years made concerted attempts to increase the safety of motor 
vehicles from the engineering point of view. One would mention 
the introduction of more efficient power brakes, power steering, 
shatter-proof glass, cushioned dash boards, safer doors and door 
handles and—possibly the most important—the introduction of 
reflectors, front and rear, so that parked vehicles can be seen at 
night from a long distance. With motor-cycles the compulsory 
introduction of crash bars has been of considerable value. The 
routine and compulsory use of crash helmets for motor-cyclists 
would go a long way towards reducing the serious head injuries 
so often sustained by these people. 

The introduction of the so-called safety belt in America has not 
proved to be so successful as it was originally hoped. While it has 
not been definitely proved, it has been found that persons who 
have been injured while wearing a seat belt have sustained com- 
pression fractures of the spine. It has been suggested that if a 
person wearing a seat belt is flung violently forward at the moment 
of impact, he sustains a jack-knife type of injury which often 
results in a compression fracture of the lumbar spine. However, 
it is possible that without the belt he would have been more 
seriously injured. 

So much for the newly made vehicle; but what of the many 
‘vintage’ vehicles still found on the road? Many of these old-model 
vehicles are owned by non-Europeans who for economic reasons 
are in the first place not able to buy newer models and in the 
second place are not capable of maintaining their cars in a satis- 
factory roadworthy condition. Moreover, some of them have 
not the necessary adaptability or the necessary sense of 
responsibility and technical skill required in handling fast-moving 
vehicles. The reason for these deficiencies are largely cultural 
and economic. It goes without saying, however, that a vehicle 
that is not adequately roadworthy is a menace on the road, 
irrespective of the capability of the driver. 

Theoretically, regulations exist for the testing and re-testing 
of the roadworthiness of motor vehicles. In practice, however, 
vehicles are tested for roadworthiness only when the ownership 
is changed. If ownership does not alter, then the vehicle is very 
rarely, if ever, tested, no matter how long it remains in use or 
how dilapidated it becomes. 


3. Highway Facilities 

The road-engineering departments of the different Provinces 
and of the Department of Transport are actively engaged in 
providing South Africa with standard roads. It is unreasonable 
to expect that this young country with its comparatively sparse 
population should do more to improve the main roads. Seen 
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from an engineering point of view, the Union’s highways are as 
good as can be expected and it would be too heavy a burden on 
the taxpayer to create large dual roads throughout the country, 
The roads in the Union on the whole are not built for speeds above 
60 miles per hour. This fact is unfortunately not realized or kept 
in mind by the drivers of motor vehicles. 

The Provincial traffic departments are completely under-staffed 
and a Provincial traffic officer is almost as rare on the road as a 
really courteous driver. Apart from municipal staffs, in Natal 
there are 40 Provincial traffic officers, in the Cape 17, in the 
Transvaal 33 and in the Free State (officially) only 4. In my 
opinion the understaffing of the Provincial traffic departments 
may in a sense be regarded as an important cause of road accidents, 
I have but to recall to your minds the large numbers of cyclists, 
largely non-European, on the roads at dusk and even after dark 
without any lights or even reflectors on their cycles. This fits 
in with the fact that 460 cyclists were killed in 1957, of which 
415 were non-Europeans. 


VOORBEHOEDENDE BEHANDELING VAN HIERDIE SIEKTE 


‘n Poging is aangewend om die omvang van hierdie baie inge- 
wikkelde probleem te skets. Daar is ooglopend baie ander faktore 
wat moet oorweeg word in die etiologie, patologie en simptome 
en tekens van hierdie vernietigende siekte. Ons kom nou tot die 
behandeling van hierdie siekte, maar voor ons dit bespreek moet 
ons eers die reeds bestaande voorbehoedende behandeling noem. 
Die Nasionale Padveiligheidsorganisasie is reeds in 1949 in die 
lewe geroep en hierdie organisasie het aansienlik baie gedoen 
aan die groot taak van opvoeding van die jeug en wel op die 
volgende wyse: 

1. Padveiligheid is *n verpligte leervak in alle skole en ‘n hand- 
leiding en leerplan is deur die Organisasie opgestel wat in alle 
skole beskikbaar gestel is. 

2. Skolierpatrollies doen uitstaande padveiligheidswerk en daar 
bestaan tans meer as 500 sulke patrollies in die land. 

3. Dan is daar nog ander metodes soos opstelkompetisies, 
vasvrawedstryde, lesings en rolprentvertonings en behendigheids- 
toetse met fietse wat vir kinders in die skole georganiseer word. 

Om die volwassenes in te lig en padveiligbewus te maak, is die 
volgende aktiwiteite ingestel: (a) Veiligbestuurskemas, (5) lesings 
en rolprentvertonings vir volwassenes in georganiseerde groepe, 
(c) publisiteits-veldtogte wat van tyd tot tyd gereél word, (d) een- 
vormige verkeersordonnansies in al die Provinsies wat reeds tot 
stand gekom het, en (e) padkodes vir Blank en nie-Blank. 

Presies dieselfde wat in hierdie opsig vir Blankes gedoen word, 
word ook vir die nie-Blankes gedoen. Se 

Op hierdie stadium moet spesiaal gemeld word dat die medici 
en die Mediese Vereniging in ons land geensins bygedra het tot 
die oplossing van die probleem nie. In ander lande is daar baie 
meer belangstelling aan die kant van die medici, en in lande soos 
byvoorbeeld Amerika, neem die medici selfs die voortou in die 
stryd om dié ernstige probleem die hoof te bied. 

Dit is betreurenswaardig dat die dokter in Suid-Afrika skynbaar 
tevrede is om *n poging aan te wend om die lapwerk te doen 
nadat die ramp reeds plaasgevind het. Hierdie houding is veral 
baie moeilik om te verstaan as dit in gedagte gehou word dat 
die medici aan die spits staan by ander siektetoestande soos tuber- 
kulose, kanker, poliomiélitis en hartsiektes, terwyl hulle ten 
opsigte van hierdie meer ernstige siekte *n onverstaanbare fatalisme 
aan die dag lé. As een persoon ’n medelywekkende siekte opdoen, 
of ‘n paar mense verdrink of word deur haaie gevang, word groot 
hoeveelhede geld, tyd en navorsing aan die moontlike oplossing 
van die probleem gewy. Daar word egter daagliks 6-2 persone 
op die pad gedood en ons staan heeltemal onverskillig teenoor 
hierdie probleem. 

Ons kom nou tot moontlike vorms van behandeling van die 
siektetoestand, of anders gestel, tot voorstelle om padongelukke 
te bekamp. In die bespreking van die oorsake van padongelukke 
het ons reeds 3 groot groepe genoem: (1) Paaie, (2) die doel- 
treffendheid van die voertuie wat op die paaie gebruik word van 
die ingenieursoogpunt gesien, en (3) die menslike faktor. 


Paaie 

Dit is reeds beklemtoon dat die meeste paaie oor die algemeen 
so goed is as wat onder omstandighede verwag kan word. Daar 
is, egter, wat die groot stede soos Kaapstad, Johannesburg en 
Pretoria betref, reeds grootse planne uitgewerk wat sal meehelp 
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om in hierdie digbewoonde en beboude gebiede die verkeer maklik 
te laat vloei en tienduisende ongelukke uit te skakel. 

Om hierdie skemas aan te pak sal baie miljoene ponde kos. 
Aangesien dit egter ’n belegging vir die toekoms is, is dit nie meer 
as reg en billik nie dat langtermynlenings aangegaan word om 
hierdie projekte so gou moontlik aan te pak en te voltooi, en dat 
die nageslag help afbetaal aan hierdie lenings. 

Daar kan ook aansienlik baie gedoen word om die paaie self 
meer veilig te maak en wel deur die volgende metodes: Dit is 
reeds genoem dat daar slegs 'n karige aantal provinsiale verkeers- 
beamptes op die huidige oomblik is en hierdie getal sal minstens 
verdubbel of verdrie- of vervier-dubbel moet word, en ’n 24-uur- 
diens sal vir hierdie beamptes ingestel moet word. Na 5 nm. 
byvoorbeeld, wanneer die verkeer op die paaie die drukste is, 
gaan die verkeersbeamptes van diens af en wanneer hulle die 
nodigste is, is hulle nie op diens nie. 

Die stedelike verkeersbeamptes moet by die Suid-Afrikaanse 
Polisie in een organisasie ingeskakel word, of anders moet daar 
baie beter samewerking tussen die twee groepe bestaan. Eenvormige 
opleiding van alle verkeersbeamptes deur middel van ‘n kollege 
soortgelyk aan die Polisie-opleidingsdepot, is ‘n vereiste. Baie 
nie-Blankes moet opgelei word vir die beheer van nie-Blanke 
verkeer. 

Dit word ook aan die hand gedoen dat in oorlegpleging met die 
Minister van Justisie, *n paar honderd spesiale verkeersbeamptes 
in privaat klere aangestel mcet word. So ’n beampte moet die 
reg hé om die sleutels van *n roekelose motorbestuurder van hom 
weg te neem, en indien nodig, moet die motor gekonfiskeer word. 
As ‘n motoris nie weet of die persoon wat voor of agter hom ry 
‘n spesiale verkeersbeampte is nie, sal hy altyd versigtig en op sy 
hoede bly. Persone wat aangestel word as spesiale verkeersbeamptes 
sal noodwendig baie noukeurig gekeur moet word, maar dit is 
tog wel ‘n praktiese moontlikheid. 


Die Doeltreffendheid van die Voertuie wat op Paaie Gebruik Word 

In die eerste plek moet daar baie strenger snelheidsbeperkings 
vir verskillende voertuie opgelé word. Ek dink veral aan die 
bromponie wat ’n nuwe moordtuig is wat tot stand gekom het 
en wat alreeds verantwoordelik is vir baie ongelukke en in die 
toeckoms nog verantwoordelik gaan wees vir ’n baie groter aantal 
ongelukke. Die kragfiets is ‘n soortgelyke gevaarlike wapen, 
veral in die hande van betreklike jong kinders. Beheermaatreéls 
behoort net so prakties moontlik te wees soos die verpligte daar- 
stelling van geraasdempers aan voertuie en weerkaatsers. 

Toetse vir doeltreffende padvaardigheid van motorvoertuie 
moet ’n daadwerklike maatreé] word. Terwyl dit onprakties is 
om jaarliks elke voertuig te toets vir padvaardigheid, behoort ‘n 
toets sekerlik van tyd tot tyd op verdagte voertuie uitgevoer te 
word. As daar voorsiening gemaak word vir hoé boetes in gevalle 
waar "n voertuig nie padvaardig gevind word nie, sal eienaars 
sorg dra dat die voertuie in ‘n beter meganiese toestand verkeer. 


Die Menslike Faktor 


Hierdie faktor bied die moeilikste aspek van die hele probleem 
om doeltreffend te beheer. Die ideaal sou wees die daarstelling 
in elke individu van ‘n hoé graad van sosiale gewete, wat ’n beter 
verhouding teenoor veiligheidsmaatreéls en verkeerskontrole 
behels en ’n sielkundig volwasse besef van verantwoordelikheid 
en veral hoflikheid teenoor die medegebruikers van die pad. 

Die opvoeding van die publiek vanaf die skooljare, sowel as 
van die volwasse publiek, sal moet volgehou word en heelwat 
uitgebrei word. Op hierdie wyse mag daar met verloop van tyd 
n padveiligheids-bedagsaamheidsin by die publiek ontwikkel 
sowel as °n beter verantwoordelikheidsgevoel. 

Algemene her-registrasie van alle motorbestuurders met die 
opstel van ‘n sentrale buro- en rekordstelsel vir alle bestuurders, 
Is ‘n vereiste. Enige nuwe drywer moet °n mediese sertifikaat 
toon alvorens aan hom ‘n lisensie toegestaan word. Dit sou ook 
baie goed wees indien alle bestuurders van voertuie, oor ’n ouder- 
dom wat kan bepaal word, jaarliks "n mediese sertifikaat moet 
inhandig as bewys van hul fisiese doeltreffendheid om so ’n voertuig 
te bestuur. 

Dit behoort ook die plig van die medikus te wees om sy pasiént, 
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wat na sy mening nie in staat is om ‘n voertuig te hanteer nie, in 
hierdie voeé te waarsku. 

Aangesien daar egter by so baie mense ‘n gebrek aan ‘n sosiale 
pligsgevoel en bedagsaamheid bestaan, kom ons nou tot die 
persoon wat ten spyte van alle. pogings om hom beter op te voed 
en in te lig, nogtans roekeloos bestuur of onder die invioed van 
drank bestuur, en as gevolg daarvan werklik ‘n potensiéle moorde- 
naar is met ‘n dodelike wapen in sy hand. 

Daar is reeds goeie bestaande verkeersordonnansies en wet- 
gewing wat as gevolg van tekort aan personeel en gebrek aan die 
nodige opleiding, nie prakties toegepas word nie. Wetgewing 
moet ingedien word om persone wat nalatig, roekeloos en onder 
die invloed van drank bestuur, by eerste oortredings sonder ‘n 
opsie tronk toe te stuur. Hierdie maatreél sal waarskynlik meer 
goed doen as enige ander enkele maatreé] om die probleem die 
hoof te bied. Dit mag ’n drastiese voorstel klink, maar indien 
in gedagte gehou word dat ‘n persoon wat dagga in sy motor het 
sy motor verbeur, of dat iemand wat °n wildsbokkie gesteel het 
se motor en geweer gekonfiskeer kan word, dan is die voorstel 
dat ‘n potensiéle moordenaar se motor gekonfiskeer moet word 
geensins te drasties nie. Ons is oortuig daarvan dat met hierdie 
maatreéls duisende lewens in ons land gespaar kan word en die 
onnodige verkwisting van baie miljoene ponde vermy kan word. 


Navorsing 

Uit die voorgaande blyk dit duidelik dat die menslike faktor 
waarskynlik die belangrikste faktor is waarmee ons te doen het 
en gevolglik moet navorsing, wat vanselfsprekend uiters noodsaak- 
lik is, toegespits word op die opvoedkundige en die sosiale terreine. 
Tegniese navorsing, byvoorbeeld ten opsigte van padkonstruksie 
en veiliger voertuie, word reeds deur verskeie ander liggame 
onderneem. 

Sosiale navorsing moet aangewend word om te probeer vasstel 
hoekom sommige padgebruikers bestuur teen ’n spoed wat te 
hoog is vir heersende toestande, hoekom sommige bestuurders 
in die middel of aan die regterkant van die pad bestuur wanneer 
hulle om °‘n blinde draai of oor ’n blinde bult gaan, en waarom 
tekens vir verkeerswaarskuwing veronagsaam word, veral as dit in 
ag geneem word dat hierdie tekens spesiaal opgerig word om die 
bestuurder teen moontlike gevaar te beskerm. Die rol wat drank 
speel in motorongelukke verg sekerlik baie meer aandag. Die 
verband tussen die geestestoestand van die individu en die rol 
wat dit speel met betrekking tot sy mede-padgebruikers, en die 
invloed wat dit uitoefen op sy padmaniere, is reeds bespreek en 
behoort in ‘n navorsingsprojek baie meer aandag te geniet. 


CONCLUSION 


I have attempted to sketch the outlines of an extremely serious 
disease and to emphasize the immensity of the problem. It is 
not only the function but the inherent desire of the doctor to 
prevent illness and death and also to alleviate suffering. In the 
case of this particular disease, it would appear that in South 
Africa the medical profession have been satisfied to try to alleviate 
the suffering and reduce the mortality caused by the disease and 
have done very little, if anything, to prevent the occurrence of 
the disease. 

This is all the more surprising if one bears in mind the great 
interest taken and the important role played by the medical 
profession in other diseases like poliomyelitis, tuberculosis, 
cancer, heart disease, to mention but a few. By the very nature 
of the problem all of us except the bedridden and infants have a 
concern and a responsibility in the incidence of traffic accidents. 

There is an imperative and urgent need for the medical profession 
to take an active part in the prevention and cure of this dread 
disease which has a fantastically high morbidity and mortality 
rate and imposes a great financial burden on the country as a 
whole. 

It is my considered opinion that a special committee of the 
Federal Council of the Medical Association should be set up to 
deal with the problem of road accidents. Such a body should 
act in an advisory capacity to the various organizations concerned 
with road safety and to the Government. 
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SOUTH AFRICAN MEDICAL AND DENTAL COUNCIL: HALF-YEARLY MEETING 


The first ordinary meeting of the South African Medical and 
Dental Council since the recent elections and appointments was 
held at the Archives Building, Cape Town, on 9-12 March 1959. 
The President (Prof. S. F. Oosthuizen) was in the chair and 28 
members were present, together with the Registrar, Mr. W. H. 
Barnard, and staff. The proceedings lasted over 8 morning or 
afternoon sessions. 


PRESIDENTS OPENING STATEMENT 


In his opening address the President spoke of the great importance 
of the role which the Council was called upon to play in so many 
phases of human health. Happiness followed on health, and 
mankind knew no greater riches than health and happiness. 
He spoke of the need for cooperation with other health agencies, 
particularly the medical and dental associations, universities, 
provincial authorities and government departments, whereby the 
continuous progress of medical and dental science might be 
secured. They must work together and not stimulate each other 
in mediocrity. Yet they must not sacrifice their individuality. 
— could differ and still work harmoniously. They must not 

be afraid of criticism and unpopularity, but where they inter- 
fered with the work of others in the public interest they must act 
with dignity and wisdom. 

Unregistered Practitioners. The President reported that the 
Council’s deputation had been received by the Minister of Health 
on the subject of the inadequacy of section 34 of the Medical, 
Dental and Pharmacy Act to protect the public against the activi- 
ties of certain classes of unregistered practitioners who con- 
tinued to exploit the credulity of the public. At the Minister's 
request a memorandum was being prepared for closer study of 
the various points submitted to him. 

Interns and Postgraduates from Overseas Countries. At this 
meeting the Council would consider the need for amendment of 
the Act and regulations to permit of the registration for limited 
periods of medical practitioners or interns from other countries 
who wished to gain experience in South African institutions. 
Corresponding facilities had for many years been put at the 
disposal of South Africans by other countries. The President 
made it clear that care should be taken to avoid opening the door 
to an influx of practitioners from overseas or introducing com- 
petition with private practitioners on this basis. 

Medical and Dental Curricula. The Council would have before 
it important recommendations by its Education Committee for 
the amendment of the minimum standards for medical and dental 
curricula at the universities. In these the Committee had adopted 
the policy of laying down general principles and leaving details 
to be worked out by the universities. 

Practice of Specialists. The Council would also be called on 
to consider the recommendations of its ad hoc committee ap- 
pointed to draft rules relating to the practice of specialists pur- 
suant to the Council's decision that the specialist register should 
be maintained with certain restrictions, e.g. concerning domiciliary 
visiting. They had to take care not to over-regulate or to interfere 
unduly with the freedom of the doctor or the patient to the dis- 
advantage of both. The matter arose out of an assurance which 
a previous Minister of Health had given to Parliament. (This 
item was not brought to a conclusion at the present meeting.) 


Artificial Insemination 


At this meeting the Council would be considering its attitude 
to this vexed question. The Courts had never been called upon 
to consider its legal implications and the Council had not laid 
down a specific policy. On a previous occasion the Council had 
ruled that by itself artificial insemination might not be unethical 
and that the moral and religious aspects fell outside the purview 
of the Council. The act was regarded by many as tantamount 
to adultery and the resulting child as illegal, but others held 
widely different views from this. The extent of the practice was 
not known, nor was any reliable evidence available about its 
impact on society or the individual, whether child or parent. 
Prima facie it might have far reaching implications in many 
directions. 

Legislation attempting to control the practice was unlikely to 
solve the problem, and an attempt by the Council to outlaw it on 
ethical grounds might make the position worse by driving the 


practice underground. Should the Courts arrive at a finding of guilt 
and refer the conviction of a medical practitioner to the Council 
in terms of the Act, the Council might be called upon to conduct 
a disciplinary enquiry; it might therefore be unwise for the Council 
to prejudge the issue. 

It might be possible by way of regulations to establish control 
over donors so as to ensure that only males with a satisfactory 
family history and health record were employed; but it was ques- 
tionable whether an elaborate system of control was justified in 
the absence of positive evidence that the practice was at all wide- 
spread. 

From the legal point of view the question of the legality of 
the child was very important and should receive attention. 

It was abundantly clear that this was a vexed question not 
capable of easy solution. The President, however, said he wished 
to assure the Minister that the Council would not shirk its re- 
sponsibilities and would give to the problem the attention and 
consideration it deserved. 


Conclusion 


Professor Oosthuizen went on to say that he was confident 
that the Council was competent to meet the responsibility of 
dealing with the diverse and thorny problems with which it was 
faced. ‘After all, we are living in an age full of action and pregnant 
with breath-taking developments and discoveries. Medicine has a 
proud record of service to mankind, a proud history of achieve- 
ment, and a proud philosophy that honourable conduct rather 
than wealth and ancestry makes a profession great. It is admitted 
that we must never forget the importance of culture and tradition, 
but at the same time we must move with the times in the interest 
of the professions and the public at large. We must retain the 
good things of the past but have an open mind for the future. 
This philosophy should permeate our policies when we deal 
with the problems entrusted to us, particularly in the field of 
education. 


REGISTRATION 


The Registrar reported on registrations effected during 1958, as 
follows: 


Registra- Restora- On 
tions tions Erasures Register 
Medical Practitioners 306 35 144 7,549 
Interns ra 256 415 
Dentists .. 65 4 36 1,288 
Medical Students .. 368 11 291 1,353 
Dental Students .. 59 191 
Auxiliaries . . 132 6 1,072 
Specialists (Medical) 90 1 28 1,433 
Specialists (Dental) 3 _- 1 18 


Of the medical practitioners on the register 71-0°% had qualified 
in South Africa (Cape Town 2,388, Witwatersrand 2,318, Pretoria 
782, Natal 2), 12-5° in England, 9-8°% in Scotland, 3-5°, in 
Ireland, and 3-2°%% elsewhere. 

Of the medical students on the register (including 277 who 
qualified in June and December 1958) 493 were at the University 
of Cape Town, 490 at the Witwatersrand, 377 at Pretoria, 132 at 
Natal, and 79 at Stellenbosch. 

The specialists on the register at the end of 1958 were as follows 
(figures in brackets represent the nett increase since the beginning 
of the year): Medicine 191 (5), surgery 179 (7), radiology 75 (—2), 
radiology and electrotherapeutics 35 (—1), diagnostic radiology 
38 (6), therapeutic radiology 5 (0), obstetrics and gynaecology 
138 (12), anaesthetics 134 (16), ophthalmology 101 (1), pathology 
84 (5), paediatrics 72 (4), otorhinolaryngology 69 (2), psychiatry 
69 (3), orthopaedics 68 (2), urology 12 (—1), dermatology 31 
(—2), neurology 31 (3), thoracic surgery 19 (2), neuro-surgery 
18 (1), venereology 17 (0), physical medicine 15 (—1), plastic 
and maxillo-facial surgery 7 (1). Dental Specialists: Orthodontia 
10 (—1), maxillo-facial and oral surgery 8 (3). 

The auxiliaries on the register at the end of 1958 were as follows: 
Physiotherapists 420 (53), masseurs 150 (— 2), medical technologists 
124 (17), occupational therapists 65 (13), radiographers 59 (25), 
diagnostic radiographers 26 (4), health inspectors 51 (0), ortho- 
paedic mechanics and surgical appliance makers 46 (2), food 
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inspectors 45 (0), chiropodists 34 (0), speech therapists 34 (13), 
dietitians 8 (1), psychologists 5 (0), psychometrists 1 (0), orthop- 
tists 3 (0), optometrists 1 (0). 

Registration: Decisions taken at Present Meeting 

Limited Registration. Registration for 5 years was granted to 
4 overseas medical practitioners to engage in missionary practice, 
to 2 to fill medical posts in the service of the South West Africa 
Administration, and to | to fill a research post in the South African 
Institute for Medical Research. The registration of 3 missionary 
practitioners was extended for a further period of 5 years. 

Exemption: Four medical practitioners visiting the Union had 
been recommended to the Minister for exemption under section 
14 (b) from the registration requirements. 

Elderly Practitioners. One dentist was exempted from payment 
of annual registration fees. 

Removal from Register. Erasures at own request: 12 medical 
practitioners and 5 dentists. For failure to notify change of 
address: 6 medical practitioners and 2 dentists. The Registrar 
was instructed to remove from the register those whose annual 
fees had remained unpaid. 

Proposed Registration of Visiting Medical Practitioners or 
Interns from other Countries. A memorandum from the President 
was before the Council suggesting a possible amendment of the 
Act enabling the extension to medical practitioners and interns 
from other countries of the facilities which those countries had 
been granting to South African graduates for many years, by 
enabling them to undertake postgraduate study, training and 
internships in this country as holders of paid appointments. 
Intellectual contact on the international level, said the President, 
was an enriching experience, not only to the receiver, but also to 
the giver, and intellectual and scientific insularity was an incon- 
gruous phenomenon in an adult society. The memorandum 
included specific proposals for the amendment of sections 22 
and 24 of the Act and the regulations in Government Notice 
256 of 1947. These amendments were designed also to enable 
the Council to grant limited registration (for missionary doctors, 
etc.) for periods other than the period of 5 years which the regula- 
tions at present prescribe. The Council adopted the principles 
embodied in the proposed amendments and referred the matter 
to the Executive Committee. 

Administration of Anaesthetics by Interns. Pursuant to a resolu- 
tion taken by the Council at its last meeting the Council’s ‘criteria 
for the training of interns’ were amended by the addition to 
No. 7 thereof of the words, ‘An applicant for registration as a 
medical practitioner shall be required to produce proof that he 
has personally administered at least 50 general anaesthetics under 
supervision’. The form of the D.P. certificate to be completed 
by the medical superintendent of the hospital at which an intern 
applying for registration has served his internship was amplified 
to cover this requirement. 

Specialist Registration. At this meeting 25 applications for 
the registration of specialists were granted, 41 were granted 
subject to compliance with specific requirements, and 3 were 
refused. In 3 cases, in which previously names had been removed 
from the specialist register at the request of the registered person, 
registration was restored. Some 23 other cases were reported in 
which decisions or advice had been communicated to applicants. 
_ Additional Qualifications. The following were added to the 
lists of qualifications registrable with the Council as additional 
qualifications: M.Med. (Path.) Univ. Stell. M.Med. (Rad.D.) 
Univ. Stell. M.Med. (Ophth.) Univ. Stell. M.Med. (L. et O.) 
Univ. Stell. D.P.H. Univ. McGill. D.V.G. (anglice D.P.H.) 
Univ. Pret. D.P.M. and F.F.A. (S.A.) of the College of Physicians, 
Surgeons and Gynaecologists of South Africa. Dip. Orth. Univ. 
Rand and Dip. M.F.O.S. Univ. Rand. (Faculty of Dentistry). 
M.Ch.D. Univ. Pret. (Faculty of Dentistry). 

Recognition for Specialist Training. Several hospitals or de- 
partments of hospitals, or posts in hospitals, in the Union or 
overseas, were recognized as teaching hospitals, teaching hospital 
equivalents, or approved hospitals. 

Proposed Postgraduate Medical School, Bloemfontein. A memor- 
andum on this subject was received and noted. 

Plastic Surgery. The designation of the speciality was changed 
from ‘plastic and maxillo-facial surgery” to ‘plastic surgery’. 

Registration of Auxiliaries. Applications for registration were 
dealt with at this meeting as follows: Physiotherapist: 1 granted. 
Masseur : 1 granted. Medical technologist: 9 granted, 2 granted 
conditionally, 2 deferred. Orthopaedic mechanician and surgical 
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appliance maker: 1 granted, 1 granted conditionally. Psycho- 
logist: 1 granted, 2 refused. 

Diploma in Physiotherapy. The syllabus for the diploma of 
Cape Town University was approved, and that diploma and the 
diploma of the State of Israel were accepted as entitling to regis- 
tration in physiotherapy. 

Medical Technology. The laboratory of a pathologist in private 
practice was accepted as an approved institution for the registra- 
tion of medical technologists. 

Unqualified Physiotherapists. On consideration of a letter 
from the S.A. Society of Physiotherapists the Society was informed 
that the Council had previously ruled that medical practitioners 
should not refer patients to unregistered auxiliaries where regis- 
tered auxiliaries were available. 


TRAINING COURSE FOR MEDICAL AND DENTAL STUDENTS 


The Medical and Dental Education Committee, which had had 
the subject under consideration for more than 2 years, submitted 
a new draft for chapters II and III of the Regulations for the 
Registration, etc. of Medical and Dental Students. Chapter II 
deals with the minimum medical curriculum and chapter III 
with the examinations leading to the degree in medicine. 


Chapter II 

As compared with the present regulations the new draft omits 
much of the detail concerning the content of the various subjects 
(especially in the first year) and the number of hours to be spent 
on lectures and practical work in the various subjects. Such 
details are left to the university concerned and will be considered 
when the university syllabus comes before the Council for ap- 
proval. The following are amongst the changes made by the 
new draft: 

Zoology and Botany. The minimum for these subjects will 
be a course of half an academic year for each, or they may be 
combined into a course of ‘biological science’ to extend over a 
minimum of one academic year. 

Psychology. A course in ‘the elements of normal psychology 
in its application to physical and mental health’ takes the place 
of the subject ‘medical psychology’ which is at present included 
in the course of ‘psychological medicine’. 

‘Additional Subjects.. The title ‘hygiene and public health’ 
is changed to ‘preventive and promotive medicine’. A new ‘ad- 
ditional subject’ entitled ‘legal and ethical obligations of registered 
interns and medical practitioners’ takes the place of the subject 
‘medical ethics and the conduct of general practice’. 

‘Special Subjects.’ The following subjects are omitted: “The 
practice of vaccination’, ‘venereal diseases’, and ‘tropical diseases’. 
And the following have been added: “Thoracic surgery’, ‘neuro- 
surgery’, and ‘physical medicine’. 

Chapter III 

The new draft differs from the existing chapter III in minor 
respects only. The last clause of the draft is as follows: ‘If a 
candidate does not pass in all the subjects of the final qualifying 
examination he may be exempted from re-examination in any 
subject, provided that he attained a standard which the examiners 
consider warrants such exemption. Such exemption shall lapse 
when the candidate fails the other subject or subjects on two 
successive attempts following the first failure.” 

After debate the Council resolved to adopt the draft of chapters 
Il and III as amended and to take steps to have them promulgated. 


Chapters V and VI 

The Council then dealt with chapters V and VI of the same 
regulations. Chapter V deals with the minimum dental curricu- 
lum and chapter VI with the examinations leading to the degree 
in dentistry. The Medical and Dental Education Committee 
submitted a new draft for these two chapters, which was framed 
on similar lines to that of chapters II and III, and after debate 
and amendment the Council adopted it for promulgation. 


COMPLAINTS CONCERNING PRACTITIONERS 


Disciplinary. Inquest proceedings were referred to the Council 
in 2 cases, in both of which it was decided to take no action. 
Complaints concerning medical practitioners were reported in 
18 cases. In 3 of these it had been decided to hold formal en- 
quiries, and 15 were disposed of without a formal enquiry. In 
3 of the latter, complainants were advised of the procedure under 
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section 80bis. In 2 cases complaints were received concerning 
dentists; these were disposed of without a formal enquiry. 

Assessment of Accounts. In one case assessors were appointed 
under section 80bis. In one case an appeal against the assessors’ 
report was received and the Committee confirmed the determina- 
tion of the assessors. In one case the assessors’ report was received 
and noted. In 19 other cases (medical practitioners 15, dentists 4) 
in which fees were questioned, the complainants were advised 
of the procedure under section 80bis. 

Disciplinary Enquiry. The special disciplinary committee 
which had heard the case in which Dr. M.I.S. was charged with 
canvassing or touting for patients reported that it had found the 
respondent doctor not guilty. 


ADVERTISING OF PROFESSIONAL APPOINTMENTS 


Proposed amendments and additions to the Council's ethical 
rules 19 and 19dis (professional appointments) were considered 
by the Council on the report of the Executive Committee. Dr. 
A. W. S. Sichel, who had given notice of motion, moved to review 
and rescind a resolution passed at the previous meeting of the 
Council which amended these rules so that the list of acts or 
omissions of which the Council might take cognizance included 
the acceptance of a professional appointment unless it had been 
advertised in ‘a South African Medical Journal’ or ‘a South 
African Dental Journal’. The rescinding motion was carried and 
the words ‘the South African Medical Journal’ and ‘the Journal 
of the Dental Association of South Africa’ were substituted. 

On consideration of the amendments and additions proposed 
in the Executive Committee’s report it was decided that the Ex- 
ecutive Committee should arrange a discussion with the Medical 
Association of South Africa. 


CLOSED-PANEL APPOINTMENTS 


The report was received of a special ad hoc Committee appointed 
to consider the question of closed-panel appointments of medical 
practitioners and dentists to benefit societies in relation to medical 
ethics. The report embodied a reference to views expressed by 
the Medical and Dental Associations of South Africa, and to 
the reports of the previous ad hoc Committee which the Council 
had appointed in September 1957 to consider this subject. The 
report also referred to a legal opinion that the Council had ob- 
tained, from which it would appear that a rule declaring closed- 
panel appointments to be unethical might be u/tra vires: if this 
were so, such an ethical rule could only be made if the Act were 
amended. The Committee reported its opinion to the Council 
as follows: 

‘1. “Free choice” practice is the ideal. 

‘2. Membership of a “closed panel” is not in itself an un- 
ethical act, provided the conduct of the registered person in 
accepting such post, and thereafter, conforms to the ethical 
requirements of the Council.” 

This opinion was adopted by the Council. 


SEPARATE UNIVERSITIES EDUCATION BILL 


At its meeting in November 1958 the Executive Committee directed 
the Registrar to ask the Minister of Education, Arts and Science 
to receive a deputation from the Council to discuss this matter. 
In reply a letter was received from the Secretary for Education 
informing the Council that it was not proposed to introduce 
legislation in 1959 in regard to the non-European Medical School, 
Durban, and stating that in view of this, and pressure occasioned 
by this session's legislative programme, the Minister would like 
the interview to stand over. The Executive Committee reported 
that a letter had been sent to the Secretary in reply requesting 
that the Council should be informed if at any time such legisla- 
tion were to be introduced, as the Council desired to make certain 
representations to the Minister. 


DIFFERENTIATION IN SALARY SCALES BETWEEN EUROPEAN AND 
NON-EUROPEAN MEDICAL PRACTITIONERS 


This matter was considered on the following motion by Prof. 
1. Gordon (seconded by Dr. A. Radford): ‘In view of the urgent 
need for ensuring that medical services for the non-White people 
of South Africa are developed and maintained, and in view of 
the effects which the decisions of the four Provincial Administra- 
tions and the Central Government to apply a differentiation in 
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salary scales as between White and non-White medical practi- 
tioners doing the same work under the same employing authority 
may have on the development and maintenance of these services 
I move that the Council request the President and Vice-president 
to seek an interview with the Hon. the Minister of Health for 
the purpose of discussing with the Hon. the Minister the possible 


implications of differentiation in salaries of medical practitioners | 


in the public services on medical practice in South Africa and 
report back to the Council anent the matter.’ 

A full debate took place. Professor Gordon said that not- 
withstanding previous discussions of the Council he was not 
convinced that a non-European practitioner who accepted 
post with this salary differentiation did not offend against the 
Council’s ethical rules in that the remuneration was “derogatory 
to the medical profession’ and ‘inimical to the interests of the 
public’, and in that he was ‘permitting himself to be exploited 
in a manner detrimental to the public or professional interest’. 
He said that bitterness was being created in the non-European 
graduates, who in order to be registered were forced to accept 
a position as intern at a differentiated salary. Two of them had 
already been offered posts in Nigeria and they were turning their 
eyes to African territories in the north. Thus the Government's 
own policy of providing medical services for the Native com- 
munity was in danger of being defeated. He believed that the 
Government would listen if representations were made to the 
Minister. 

A full debate ensued and the motion was carried. 


ARTIFICIAL INSEMINATION 


The Minister of Health having asked the Council to submit its 
views on this subject. the Executive Committee had considered the 
matter, and its recommendations were now before the Council 
for consideration. The President had expressed certain views 
in his opening address (see above) and the matter was now fully 
debated. While varying opinions were voiced on certain aspects 
of the practice of artificial human insemination there was general 
agreement that the data at present at its disposal were insufficient 
to enable the Council to formulate a policy on the subject. It 
was therefore decided to adopt the recommendations of the 
Executive Committee, and further to advise the Minister that a 
commission or committee of enquiry should be set up by the 
Government and to indicate that the Council was willing to 
assist in such an enquiry. Pursuant to ihe recommendations of the 
Executive Committee the Minister will be informed that the 
Council has expressed the opinion that artificial insemination 
may not, in itself, be an unethical act, and that its legal and re- 
ligious implications do not fall within the purview of the Council; 
and furthermore that the Council has no statistics showing the 
extent of the practice in the Union, nor has the Council formed 
any opinion on the desirability, or otherwise, thereof. 


DIAGNOSIS AND TREATMENT OF MENTAL CASES 


Pursuant to notice of motion Dr. A. Radford moved as follows: 
‘This Council considers that it is its duty to draw the attention 
of the Minister to the insufficiency of modern facilities for the 
diagnosis and treatment of those suffering from mental ill-health.” 
The mover said that treatment of mental cases in this country 
was based on the conception of custodianship, and that accom- 
modation in the mental hospitals, where there was a shortage 
of staff, both medical and nursing, was confined to certified 
cases and voluntary boarders. The facilities in the general hospitals 
for diagnosis and treatment were exceedingly limited, and there 
was an urgent need for their extension. The mover also referred 
to the bearing of this situation on the teaching of psychiatry to 
medical students. 
Prof. E. H. Cluver observed that at the University of the Wit- 
watersrand there was a full-time professor of psychiatry. 
Dr. B. P. Pienaar, Commissioner for Mental Hygiene, said 
that as regards the psychiatric curriculum for medical students 
South Africa need not stand back for any country in the world. 
He remarked that the medical officers of the mental hospitals 
conducted most of the mental clinics in the country, at which, 
however, medical students did not attend. The Witwatersrand 
professor had asked for a psychiatric clinic as part of the general 
hospital, to deal with early cases; a similar proposal had been 
mooted at Pretoria. The speaker had recommended the establish- 
ment of an open clinic (i.e. for non-certified cases) at every mental 
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hospital. The mental hospitals, which would always be needed 
for chronic cases, were grossly overcrowded. It was undesirable 
that they should be used to accommodate criminal cases and 
psychopaths, for both of which he had recommenced that special 
institutions should be provided. 

The motion was carried, and also a motion by Prof. H. W. 
Snyman referring te teaching of psychological medicine to 
the Education Committee for investigation and report. 


MISCELLANEOUS 


Registrar. It was reported that Mr. Wm. Impey retired on 
31 December 1958 and that Mr. W. H. Barnard, Assistant Re- 
gistrar, WaS appointed as Registrar as from 1 January 1959, and 
Mr. J. H. de Jager as Assistant Registrar. The President re- 
ported that a party was held in honour of Mr. Impey on the 
day of his retirement, when he was presented with a cheque on 
behalf of the Council. 


PASSING EVENTS : 


South African Orthopaedic Association. The Cape Town Branch 
of this Association will hold a clinical evening at the Lady Michaelis 
Orthopaedic Home, Plumstead, on 16 April at 8.00 p.m. All 
interested are invited to attend. 
* * 

Research Forum, University of Cape Town. A meeting of Research 
Forum will be held on Tuesday 7 April at 12 noon in the large 
A-floor lecture theatre, Groote Schuur Hospital, Observatory, 
Cape. Dr. C. P. Dancaster will speak on ‘Rickets in the Cape 
Peninsula’. All interested are invited to attend. 


* * * 
Dr. M. Schaffer, M.B., Ch.B., D.O. (Eng.), F.R.C.S. (Edin.), 
has recently returned from a visit to London for postgraduate 
study and has now resumed practice in Durban with his partners, 
Drs. Smith, Friedlander and Jacobson, at 206 S.A. Mutual Build- 
ing, Gardiner Street, Durban. 

* 
South African Paediatric Association. A meeting of the Cape 
Town Sub-group of this Association will be held on Tuesday 
7 April in the Lecture Theatre, Red Cross War Memorial Child- 
ren'’s Hospital, Rondebosch, Cape, at 8.15 p.m. Dr. M. B. Bennett 
will speak on ‘The place of radiotherapy in the treatment of 
children’. 

* 
The South African Association for the Advancement of Science 
in collaboration with the Royal Society of South Africa are 
organizing the 1959 Science Exhibition, which will be held in the 
Old Drill Hall, Darling Street, Cape Town, on 7-11 April from 
10a.m. to 10 p.m. The exhibition will be opened by His Excel- 
lency the Governor-General on 6 April at 8.30 p.m. Among 
the 28 exhibits will be working models of Calder Hall and Zeta; 
the heart-lung machine, with films and slides of the machine in 


PHARMACEUTICAL NEWS 


MEDICAL FILM 


Westdene Products (Pty.) Ltd. announce that a new film ‘Labora- 
tory-pharmacology and dermabrasion technic’ has been added 
to their library and will be loaned on application to their Public 
Relations Department, P.O. Box 7710, Johannesburg. The 
film has been produced by the S. E. Massengill Company, USA, 
iN Cooperation with Mr. G. Fulton, Ph.D., Boston University 
and Dr. H. J. Bernhardt, dermatologist. The film, which is in 
colour, is for use on a 16 mm. sound-track projector and runs 
for 10 minutes. It gives a vivid demonstration of the ‘before and 
after’, and ‘with and without’ application of Adrenosem. It is 
presented in a pharmacological animal study and a dermabrasion 
surgical procedure. The film is in two parts: Part 1, pharmacology. 
A hamster cheek pouch is used to show the capillary system and 
Adrenosem action. Part 2: dermabrasion (steel-brush technique) 
Procedure. Surgery is performed on one side of the face without 
Pre-operative use of Adrenosem and, on the opposite side, with 
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The Financial Statement for 1958 was submitted by the Treasurer 
(Dr. R. V. Bird). The income for the year (£37,885) exceeded 
the expenditure (£34,240) by £3,645. The income included annual 
fees £25,916 and registration fees paid by medical practitioners 
£4,590, dentists £975, specialists £1,365, interns £496, medical 
and dental students £879, auxiliaries £655. The accumulated 
funds now amounted to £33,771. 

Poisons and Dangerous Drugs. On reference from the Secretary 
for Health the Council resolved, subject to the agreement of 
the S.A. Pharmacy Board, to recommend the inclusion of the 
insecticide drugs Phosdrin and Guthion under the heading ‘Phos- 
phorus Compounds’ in Division | of the Fourth Schedule of 
the Act, and of preparations containing Carbromal or Brom- 
valetone in the Sixth Schedule. 

Next Meeting of Council. \t was decided to hold the next meet- 
ing at East London, commencing on Wednesday 23 September 
1959. 


IN DIE VERBYGAAN 


action (Department of Surgery, University of Cape Town); a 
school planetarium; bacteriological research in the canning 
industry; research in the fishing industry; a giant exhibit by the 
CSIR indicating the research activities of its various units; Inter- 
national Geophysical Year; research in broadcasting; dinosaur 
footprints; and many other interesting scientific projects. Further 
information may be obtained from the Convener of the Organizing 
Committee, Dr. Ronald Singer, Anatomy Department, Uni- 
versity of Cape Town, Medical School, Observatory, Cape, 
telephone 5-1352. 
* * * 


The Central Council for Health Education—International Seminar 
on Health Education. The Central Council for Health Education 
of the UK will be holding an International Seminar in London 
from 21 to 24 April. Although, as in former years, the Seminar 
will generally cover the philosophy and practice of health educa- 
tion, this year special attention will be given to the behavioural 
sciences. In this respect the Council will have the assistance of 
Mrs. Betty Wells Bond of the University of Minnesota and the 
Division of Public Health, city of Minneapolis, USA, who is a 
most distinguished figure in this branch of health education. 
The Seminar will be conducted on novel tutorial lines and affords 
a unique opportunity for an unusual educational experience, 
as well as providing practical instruction for those who are en- 
gaged in health education. All participants will be provided with 
adequate documentation for the group work sessions. The Seminar 
is being held in the week immediately preceding the Congress of 
the Royal Society of Health for the convenience of delegates 
from abroad who may wish to attend both meetings. For further 
information contact the Medical Director, The Central Council 
for Health Education, Tavistock House North, Tavistock Square, 
London, W.C. 1. 


: FARMASEUTIESE NUUS 


Adrenosem. Blood loss is minimized, the operative field is clearer 
and there is less patient discomfort with the use of Adrenosem. 


SOUTH AFRICAN DRUGGISTS LTD 

Mr. Philip Davies, an ex-Maccabi Games water polo player, has 
been appointed Manager of the Ethical Section of South African 
Druggists Ltd., Agency Division. At 33, Philip Davies has already 
gained extensive experience in the pharmaceutical industry. He 
served his apprenticeship at Fred Ingram’s Pharmacy in Johannes- 
burg, where he qualified in 1949. His initial experience was gained 
in the medical detail field with two of the best-known companies 
in the Union and, thereafter, he joined Crystallizers Ltd. as a 
representative, subsequently becoming Production Manager in 
their chemical and pharmaceutical department, and later being 
promoted to Sales Manager. In 1956 Mr. Davies joined South 
African Druggists Ltd. (Sive Bros. & Karnovsky), and in 1958 
became Manager of that unit. He has now relinquished that post 
and on 1 March 1959 took up his new position. 
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NEW PREPARATIONS AND APPLIANCES 


ESIDREX 


Ciba (Pty.) Ltd., in introducing Esidrex, supply the following 
information: 

Esidrex (hydrochlorothiazide) is a product of original Ciba 
research. It is a potent oral sali-diuretic indicated in the treatment 
of hypertension, toxaemias of pregnancy, and oedema of varying 
origin. 

Esidrex potentiates the action of antihypertensive agents such 
as Serpasil, Apresoline, Nepresol, Adelphane and ganglionic 
blocking agents and, because of its marked effect on sodium 
chloride excretion, permits less severe dietary restrictions of salt 
intake. 

Because of the slight influence of Esidrex on potassium excre- 
tion, the risk of hypopotassaemia is low. During prolonged 
Esidrex therapy, however, additional potassium (1-3 g. of potas- 
sium chloride daily by mouth) should be given. 

Dosage. Initial daily dosage of 25-75 mg. and an average of 
25 mg. daily, is usually sufficient, depending on individual re- 
quirements for maintenance. 

Packages. Tablets of 25 mg. in bottles of 20 and 100. 


LENIC 


Westdene Products (Pty.) Ltd. announce the introduction of 
Lenic, another product of original research from Chemway 
International, the manufacturers of Argyrol, and supply the 
following information: 

Lenic is a combination of 2, 3, 4, 5, and 6 double-bonded 
unsaturated fatty acids for the treatment of hypercholesterol- 
aemia. Numerous studies have shown that unsaturated fats 
produce definite decreases in the serum level of cholesterol and 
phospholipids. Kinsell ef a/.! state that arachidonic acid (a 4 
double-bonded acid) may be much more effective in lowering the 


CORRESPONDENCE 


SOLID FOOD FOR BABIES 


To the Editor: 1 have been much distressed by Prof. F. J. Ford’s 
savage sarcasm in his letter’ criticizing my paper Solid Food for 
Babies. His acrimonious diatribe is such that it does not warrant 
a reply. I would, however, protest against two sentences in his 
letter which are not only misquoted, but also used out of con- 
text: “The fable that solid food can be given to babies soon after 
birth has become fact.’ No such sentence is to be found in my 
paper. ‘He proposes that the midnight feed should be stopped 
early.” 1 make no such proposal. 

S. Levin 
67 Jenner Chambers 
Jeppe Street, Johannesburg 


17 March 1959 
1, Correspondence (1959): S. Afr. Med. J. 33, 239. 


THE STIFF-MAN SYNDROME? 


To the Editor: May | congratulate Dr. Ilan A. D. Bouchier' on a 
very well-documented case of the hyperventilation syndrome. 
He stated frequently in his article that the patient was hyper- 
ventilating. He also gives the opinion of a neurologist that the 
patient was hysterical. At other times he says that the patient was 
reticent, disgruntled and truculent, and resented being questioned 
or examined. These features point to a slightly abnormal psyche, 
to say the least. 

Dr. Bouchier’s descriptions of the attacks are superb and 
quite typical, especially this one: ‘As the depth of respiration 
increased everything became “blurred and distant” and he passed 
into a state of unconsciousness which lasted for 10 minutes. 
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plasma cholesterol level and in producing a more favourable 
ratio than the linoleic acid contained in 
sunflower seed oil. 


Lenic is a unique preparation for reducing cholesterol levels 


because: (1) it contains 5 essential unsaturated fatty acids, (2) it 
is presented in a convenient capsule form, (3) only a low dosage 
is required—2 capsules a day for maintenance, (4) it has a very 
low caloric content—each capsule contains less than 9 calories, 
(5) it causes no side-effects, and (6) it may be administered, jf 
necessary, with nicotinic acid when speedier lowering of choles- 
terol levels is needed. 

Trials carried out in America have shown that on a moderate. 
fat diet a dose of 4 Lenic capsules a day for 9 weeks gave a satis- 
factory drop from the previously high blood levels in 80° of the 
patients. Lenic can also be usefully employed as an adjunct in 
the treatment of infantile eczema, infantile asthma, rheumatoid 
arthritis and xanthomatosis. 

Further information regarding Lenic, which is supplied in 
bottles of 50 capsules, may be obtained from the sole South 
African distributors, Westdene Products (Pty.) Ltd., P.O. Box 
7710, Johannesburg. 


1. Kinsell, L. W., Michaels, G. G., Friskevy, R. W. and Splitter, S. (1958): 
Lancet, 1, 334. 


PEROLYSEN 


Maybaker (S.A.) (Pty.) Ltd. announce that in addition to 5 mg. 
and 10 mg. tablets, a 1 mg. presentation of Perolysen-brand 
pempidine tartrate is now available. Perolysen is an oral ganglion- 
blocking agent indicated in the management of selected cases of 
hypertension, particularly severe essential and malignant hyper- 
tension. Because increases in dosage of pempidine of the order 
of 1 mg. have proved significant, it is considered that a tablet of 
this strength will be useful in clinical practice. 


: BRIEWERUBRIEK 


There were no epileptic jerkings. On recovery of consciousness 
he felt no ill-effects.’ The remainder of the picture is seen in this 
section: ‘Every 1-2 minutes he experienced generalized spasms 
involving the jaw and face—a typical risus sardonicus facies 
resulting—and the neck, trunk and both upper and lower limbs. 
At such times he developed opisthotonus and the toes and feet 
were plantar-flexed, while the big toes were dorsiflexed. These 
spasms lasted at the most from 3 to 4 seconds and were intensely 
painful to the patient. During a spasm the patient was unable 
to talk and breathed with difficulty, . . 

I may, of course, be wrong, but I feel that if Dr. Bouchier 
had applied a brown paper bag to this patient’s nose at one of 
these junctures, his article would not have borne the same title. 

To finish in serious vein, the only reason I, as a surgeon, felt 
constrained to write this letter is that during my training in South 
Africa I encountered at least 6 patients with hyperventilating 
tetany, all treated after the initial panic over my first case, practic- 
ally on the day of my graduation, by the paper bag and psycho- 
therapy method. One was an African woman brought to Casualty 
with larynged stridor and full-blown tetany; one a boy of 14 
concussed on the rugby field and brought in in tetany; and a 
third, a young German girl in an African settlement near Zeerust, 
who never wanted to be the wife of a missionary she'd never 
met. The others were just exceptionally neurotic women. 

This disease has long been a favourite of mine—since once 
seen it is never forgotten—and the treatment appeals to the show- 


man in me! 
J. A. Hunt, F.R.C.S. (Edin.) 
Farnborough Hospital 
Kent, England 
16 March 1959 


1. Bouchier, I. A. D. (1959): S. Atr. Med. J.. 33, 140. 
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